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SURGICAL LESIONS OF THE OESOPHAGUS 


P A. G. FLETCHER, JR., 
AND 

TIMOTHY TAKARO, ».., 

Miraj Medical Centre, Miraj. 


Fifteen years ago there were no surgical lesions should be subjected at once to the special exami- 
of the oesophagus. This organ was forbidden nations required to make a definite diagnosis. 
territory to the surgeon and the few who dared to The first of these is very simple and is available 
trespass, were rewarded only by poor results and wherever there is an x-ray machine. The patient 
very high mortality rates. Today, operations for is given a swallow of thick barium and the progress 
the treatment of a variety of lesions of the oeso- of the barium through the oesophagus is observed 
phagus have been developed and standardized and by screening or films. Most lesions of the oeso- 
are available in larger surgical centres throughout phagus are clearly demonstrated by this method 
the world. This makes it incumbent upon every and a diagnosis is readily made. When further in- 
practitioner of medicine to familiarize himself with formation is required, the inside of the oesophagus 
the conditions of the oesophagus which are amen- may be visualized by oesophagoscopy. Through 
able to surgical treatment, in order that these the oesophagoscope a biopsy may be taken from 
lesions may be recognized promptly and patients any suspicious area. Oesophagoscopy requires some 
may be sent to surgical centres where curative specialized equipment and training, but in com- 
treatment is available. With this in mind, the petent hands it is a simple and safe procedure. 
following review is presented, indicating the pre- By these three methods, viz., (1) a careful 
ferred surgical treatment of certain lesions of the history, (2) x-ray examination, and (3) oesophago- 
oesophagus and making brief reference to our own scopy and biopsy, an accurate pre-operative diag- 
experience with these procedures at the Miraj nosis can be established. 

Medical Centre. 

Oesophagus is peculiarly suited to early diag- 


CLASSIFICATION OF THE LESIONS 


nosis, though the chance for such a diagnosis is The lesions can be grouped as follows: 

often missed. The characteristic symptom of dys- 1. Congenital lesions: Atresia of the oesopha- 
phagia appears quite early and is at once noted gus and tracheo-oesophageal fistula. 

by the patient. Unfortunately, pain rarely occurs 2. Benign acquired lesions: (a) Oesophageal 
until the disease is far advanced, except in the case diverticulum. (b) Cardiospasm or achalasia. 
of lesions of the cervical portion of the oesophagus. (c) Strictures due to injuries by acids or alkalis. 
For this reason, patients and physicians alike may 3. Malignant lesions: Cancer. 


not be alarmed by the difficulty in swallowing and 
may try to reassure themselves that it will get 
better in time. In 99 cases out of 100 it gets worse. 
It cannot be too strongly emphasized that every Like most congenital lesions, atresia of the 
patient complaining of difficulty in swallowing, or oesophagus is relatively uncommon ; but by no 
of regurgitation of food shortly after swallowing, §™eans as rare as many have supposed. A series of 
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233 cases is reported from the Children’s Hospital 
in Boston (Gross, 1953) where an average of two 
cases are seen each month. Other clinics are like- 
wise reporting large groups of cases (Potts, 1951). 
Various types of malformation occur, but in the 
commonest type, comprising 90 per cent of the 
cases, the proximal oesophageal segment ends 
blindly and the distal segment communicates with 
the trachea just above the bifurcation. 

The symptoms of this condition become mani- 
fest immediately after birth. There is an ap- 
pearance of excessive salivation, due to the in- 
ability of the child to swallow saliva in the normal 
way. And there are gagging, coughing and 
cyanosis upon taking feeds. The child is hungry 
and eagerly takes the bottle or breast, only to 
manifest severe respiratory difficulty as soon as it 
tries to swallow, due to the spillover of the milk 
or water from the blind oesophageal pouch into 
the tracheobronchial tree. It is important that the 
newborn baby who manifests such symptoms 
should be considered as a possible case of oesopha- 
geal atresia and further diagnostic studies should 
be carried out. 

Two simple studies are sufficient. (1) An 
attempt is made to pass a No. 10 or 12 urethral 
catheter down the mouth into the stomach If an 
atresia is present, the catheter will not pass, if not, 
it will go easily into the stomach. (2) One or two 
c.c. of lipiodol can be introduced through the 
catheter in order to outline the blind upper pouch 
and demonstrate its position. 

The only possible treatment for these lesions 
is surgical, and surgery must be carried out as early 
as possible, preferably within 40 hours of birth, 
before the development of severe aspiration 
pneumonia. The procedure generally accepted is 
a one-stage, transthoracic reconstruction of the 
oesophagus by end-to-end suture. The mortality 
rate is about 33 per cent but the final results in 
successful cases are excellent (Gross, 1953). 

At Miraj, we have had experience with only 
one case, an infant weighing 6 lb. 2 oz., born in 
our maternity department. The diagnosis was 
promptly suspected by the pediatrician and con- 
firmed by x-ray after injection of lipiodol. Opera- 
tion was performed .within 72 hours after birth. 
The common type of atresia and fistula was found 
and an anastomosis was performed. Unfortunately, 
the baby died twentyfour hours after operation due 
to atelectasis of the lung. 


ORSOPHAGEAL DIVERTICULUM 


This lesion of the oesophagus, fairly common 
in Western Countries, seems to be relatively rare 
in India. At least we have not seen a case in our 
hospital at Miraj during the last three years. 
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The common type of diverticulum occurs at the 
junction of the pharynx and the oesophagus in the 
neck, where a herniation of the oesophageal mucosa 
and submucosa occurs through a weak point in the 
constrictor muscle of the pharynx. A pouch is 
formed, which gradually increases in size and 
usually presents to the left of the oesophagus. 

The symptoms are due to the accumulation of 
food and fluid in the sac. As the patient turns his 
head from side to side, this material may be re- 
gurgitated into the mouth due to muscular pres- 
sure on the sac. Frequently the patient complains 
that he is awakened at night by the expulsion of 
the contents of the sac into the pharynx, accom- 
panied by fits of coughing due to aspiration into 
the trachea. In late stages there may be actual 
obstruction of the oesophagus due to the large size 
of the sac and the consequent distortion of the 
oesophageal lumen. 

The diagnosis is readily established by x-ray 
after a barium swallow. Attempts at oesophagos- 
copy and dilatation with bougies are dangerous, 
since the blind pouch is easily perforated. 

The treatment is surgical. Through an incision 
along the anterior border of the sternomastoid 
muscle, with retraction of the carotid sheath, the 
diverticulum is exposed, dissected free, excised at 
its neck and the defect in the oesophageal wall 
carefully sutured. The operation is simple and 
effective. Lahey (1951) reports a series of 330 such 
operations with only 2 deaths, a mortality rate of 
0'6 per cent. A follow up study revealed only 9 
recurrences. 


CARDIOSPASM OR ACHALASIA 


The terms cardiospasm and achalasia are 
synonyms referring to a neuromuscular imbalance 
of the oesophagus resulting in narrowing at the 
cardiac end of the organ and progressive dilatation 
above this point. 

The early symptoms are those of dysphagia and 
regurgitation of swallowed food. Later, as the 
oesophagus becomes more and more dilated, food 
and liquids may remain in the dilated organ for 
many hours only to be regurgitated during sleep 
or whenever the patient lies down. A complica- 
tion of the regurgitation is aspiration of the mate- 
rial with resulting bouts of pulmonary infection. 
In advanced cases the obstruction at the cardia is 
so complete that malnutrition and cachexia are 
striking features. 

The diagnosis is readily established by an 
x-ray after barium swallow, revealing the large, 
dilated, often tortuous, oesophagus, with marked 
narrowing at the cardia. That the condition is not 
rare is shown by the fact that nearly 2,000 cases 
have been treated at the Mayo Clinic and an 
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average of 50 cases are seen every year (Olsen, 
1951). In India the diagnosis seems to have been 
made rather rarely, but Betts (1955) has observed a 
series of twentytwo cases. The diagnosis has been 
established in only one case during three years at 
Miraj and that patient did not consent to operation. 

Two methods of treatment are possible. In 
60-75 per cent of the cases, a satisfactory result can 
be obtained by forceful dilatation of the narrowed 
portion of the oesophagus by means of a special 
hydrostatic dilator accurately placed within the 
strictured area. It should be noted that this is 
quite different from simple dilatation with bougies 
or ordinary dilators which, at best, will give only 
temporary relief and, at worst, in unskilled hands, 
may result in perforation of the oesophagus with a 
fatal outcome. 

When dilatation is unsuccessful, or when the 
specialized equipment required is not available, 
surgical treatment is indicated. A number of opera- 
tions have been proposed. The best of these 
appears to be the so-called Heller operation, or 
extramucous oesophagocardiomyotomy (Olsen, 
1951). This procedure relieves the obstruction in 


the region of the cardia but does not result in 
excessive regurgitation of acid gastric contents into 
the oesophagus with resulting oesophagitis. The 
operation is readily performed through a left trans- 


thoracic incision with minimal risk. As yet we have 
not had occasion to perform this operation at 
Miraj, but Betts (1955) has had good results and 
no mortality in a total of 15 cases. If the oeso- 
phagus is greatly dilated and tortuous, resection 
of the distal oesophagus and cardia of the stomach 
and oesophagogastrostomy may be a preferable 
procedure (Wangensteen, 1951). 


STRICTURE OF THE OKSOPHAGUS 


Benign stricture of the oesophagus is usually 
due to the ingestion of strong acid or caustic alkali 
solutions, either accidentally or with suicidal in- 
tent. This results in destruction of the oesopha- 
geal mucosa with an immediate, severe inflama- 
tory reaction. In a few days, the acute reaction 
subsides and the patient is able to swallow liquids 
and then solids. However, within about two weeks, 
the contraction of scar tissue begins and the 
patient is able to swallow only with increasing 
difficulty. Over a period of months, the stricture 
becomes narrower and narrower until only liquids 
will pass and these must be forced down almost 
literally drop by drop. The patient begins to lose 
weight and frequently reaches a stage of extreme 
emaciation. 

The diagnosis is readily made from the history, 
x-ray examination with barium swallow, and oeso- 
phagoscopy. 
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The pathology of these lesions as recently des- 
cribed by Burford and associates (1953), consists 
of the replacement of the muscular wall of the 
oesophagus by dense scar tissue, which may reach 
a remarkable thickness. The tube of scar tissue 
may be lined by thin regenerated epithelium or the 
epithelium may be absent over considerable areas. 
The stricture frequently involves virtually the 
entire length of the oesophagus, but sometimes 
only the distal portion is affected. In some in- 
stances, there may be short strictures, only a few 
centimetres in length. 

It is now generally accepted that the treatment 
of any well-established stricture of the oesophagus 
must be primarily surgical. Repeated dilatation has 
been extensively employed in the past but the re- 
sults are not encouraging. The reasons for this 
are evident from the pathological studies described 
above. The scar is too thick and dense to offer any 
hope of permanent cure by dilatation. Also, there 
is the ever present danger of perforation of the 
oesophagus by the dilator. 

The type of surgical treatment employed 
depends upon the extent and location of the 
stricture. Occasionally, short strictures can be 
locally resected and end-to-end anastomosis of the 
oesophagus performed (Gross, 1948; Parker and 
Brockington, 1949). Strictures involving only the 
distal or intrathoracic portion of the oesophagus 
are successfully treated by a transthoracic opera- 
tion involving resection of the strictured portion 
and restoration of continuity by bringing the 
stomach up into the chest and making an intra- 
thoracic oesophagogastrostomy either below or 
above the arch of the aorta (Sweet, 1946). If the 
lesion is still higher, an additional cervical inci- 
sion may be made and the stomach brought all 
the way up into the neck for a cervical oesophago- 
gastric anastomosis. As an alternative to this rather 
formidable procedure, Robertson and Sarjeant 
(1950) have proposed a method for replacement of 
the entire oesophagus by an isolated tube of 
jejunum, with its blood supply preserved intact, 
which is brought up through the anterior media- 
stinum, just behind the sternum, for an anasto- 
mosis with the oesophagus in the neck. Only 
abdominal and cervical incisions are necessary, 
since the tunnel through the anterior mediastinum 
can be made by blind dissection from above and 
from below. The operation is a bit tricky and 
tedious, but considerably less shocking to the 
patient than the other more extensive procedure 
of mobilizing the stomach and bringing it into the 
neck, The strictured portion of the oesophagus is 
not resected, but merely closed and left in situ. 

At the Miraj Centre during the last six months 
we have had an opportunity to study four patients 
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with benign strictures of the oesophagus due to 
ingestion of acids or alkalis. T'wo of these have 
strictures involving only the distal half of the oeso- 
phagus, suitable for resection and intrathoracic 
oesophagogastrostomy. Neither of these patients 
has been operated upon. ‘Two patients had stric- 
tures involving almost the entire oesophagus, 
beginning at the cervical level. In both cases 
swallowing function was restored by preparing an 
isolated limb of jejunum and bringing it up into 
the neck for a cervical oesophagojejunostomy after 
the method of Robertson and Sarjeant. In one case 
the jejunum was brought up through the retro- 
sternal tunnel in the anterior mediastinum (Fig. 1, 
vide Plate). In the other case, this was not possible 
because of complications resulting from tearing of 
the pleura, so the jejunum was brought up through 
a subcutaneous tunnel anterior to the sternum 
(Fig. 2, vide Plate). Both patients had good re- 
sults and both are now swallowing normally and 
gaining weight. 


CANCER OF THE OKSOPHAGUS 


Cancer is by far the most common lesion of the 
oesophagus encountered in general practice. This 
is particularly true in India where cancer of the 
oesophagus seems to be even more common than 
cancer of the stomach. Since untreated cancer is a 
fatal disease and since early recognition and prompt 
surgical treatment may make the difference between 
life and death, it is particularly essential that doc- 
tors should be alert to diagnose the lesion and 
send the patients to competent specialists for treat- 
ment. 

The symptoms are those typical of oesophageal 
obstruction, namely dysphagia and regurgitation 
of food. Pain is rarely noted unless the lesion has 
reached an advanced stage, with invasion of 
adjacent structures, or is located in the upper 
cervical region. It should be noted that extensive 
cancer of the larynx may cause symptoms of pain 
and dysphagia which may be indistinguishable from 
those of cancer of the cervical oesophagus. At the 
lower end of the oesophagus similar symptoms may 
be produced by cancer of the cardia of the stomach. 

The diagnosis is readily established by x-ray 
with barium swallow and by oesophagoscopy and 
biopsy of the tumour, 

The treatment of cancer of the oesophagus 
should be entirely surgical. Dilatation with bougies 
produces only very temporary relief and is ex- 
tremely hazardous, due to the risk of perforating 
the oesophagus. Deep x-ray therapy offers little 
palliative relief and practically no hope of cure. 
Modern surgical treatment offers immediate pallia- 
tion by restoring the normal ability to swallow 
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and enjoy food, and holds out at least some hope 
of permanent cure in favourable cases. 

The surgical technique varies depending upon 
the location of the lesion (Sweet, 1948). (1) For 
lesions of the lower oesophagus and cardia of the 
stomach, the distal oesophagus and the proximal 
one-half or more of the stomach are resected and 
continuity restored by oesophagogastric anastomosis 
in the chest below the arch of the aorta. (2) If the 
lesion lies in the mid-portion of the oesophagus, the 
oesophagus is resected and the stomach is brought 
up for a supra-aortic anastomosis. (3 For lesions in 
the superior mediastinal portion of the oesophagus, 
almost the entire oesophagus is resected and the 
stomach brought up through the chest into a neck 
incision for a cervical oesophagogastrostomy. It 
is amazing to find that the stomach can be exten- 
sively mobilized and stretched up to this high level, 
with preservation of its blood supply through the 
right gastric artery alone. (4) For cancer of the 
cervical oesophagus, several procedures are avail- 
able: (a) The Wookey operation, in which a short 
resected segment of oesophagus is replaced by a 
skin tube ; (b) The procedure mentioned above, in 
which the stomach is brought up through the chest 
for a high cervical anastomosis with the hypo- 
pharynx ; (c) The Robertson and Sarjeant proce- 
dure (1950) in which the jejunum is brought up 
through the anterior mediastinum for anastomosis 
with the hypopharynx after resection of the cervi- 
cal portion of the oesophagus involved by the 
cancer. 

Our experience with surgical treatment of 
cancer of the oesophagus at the Miraj Medical 
Centre during a period of two years, is shown in 
Tabie 1. 
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No.of Operative 
cases mortality 


(1) Cardia of stomach and lower oesopha- 


gus infra-aortic anastomosis eS 3 
(2) Mid-thoracic oesophagus  supra- 
aortic anastomosis... 5 1 


(3) Superior mediastinal oesophagus 
cervical anastomosis ... 1 1 


(4) Cervical oesophagus involving 
larynx, combined laryngectomy 
and cervical oesophagectomy ... 5 1 


Total... one 20 6 


It will be seen that resection was accomplished 
in 20 cases with a post-operative mortality rate 
of 30°0 per cent. This mortality rate is somewhat 
higher than that reported by Sweet (1952), but is 
comparable to the experience of Wu and Loucks 
(1951) in China, and Betts (1955) in India. No 
doubt this is at least partly a result of the more 
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advanced stage at which patients come for treat- 
ment in these countries. 

In general we have followed a policy of resect- 
ing all lesions in which removal was technically 
possible in spite of the fact that obvious tumour 
tissue might be left behind in some instances. In 
only three cases was operation abandoned after ex- 
ploratory thoracotomy, without resection. Unde: 
such circumstances, the number of patients who 
will experience a permanent cure, must be rela- 
tively small. In a follow-up review of 254 resec- 
tions of the oesophagus and cardia of the stomach, 
Sweet (1952) found only twelve patients who sur- 
vived for five years or more after operation. Never- 
theless, all of the successfully operated patients 
are afforded marked palliative relief and live the 
rest of their lives in relative comfort. ‘This fact, 
and the pathetic gratitude of patients who are able 
to swallow and enjoy their food for the first time 
in many months, makes it seem very well worth- 
while to continue to perform these rather difficult 
and exacting operations, 

SUMMARY 

‘The principal lesions of the oesophagus which 
are amenable to surgical treatment are: congenital! 
atresia with tracheo-oesophageal fistula, diverti- 
culum, cardiospasm, benign stricture and cancer. 
For all of these, standardized surgical procedures 
are now available in the larger medical centres 
throughout the world. In most cases the diagnosis 
is easily made on the basis of the history and 
x-ray examination, supplemented, if necessary, 
by oesophagoscopy and biopsy. Physicians should 
be alert to recognize these conditions and to refer 
the patients to surgically equipped centres. 
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Our approach to the problem of toxoplasmosis 
has been restricted only to study the extent to 
which toxoplasmosis is presert in India. In order 
to make this preliminary survey it is necessary 
that one must have the RH strain of Toxoplasma 
in the laboratory. This survey is based on the 
laboratory data only. We have been maintaining 
the RH strain of Toxoplasma (Sabin, 1948) for the 
last few months in mice. The parasites are in- 
oculated intraperitoneally in mice. Usually within 
four days each mouse should develop 0'5 c.c. of 
the peritoneal exudate which is pooled with a 
syringe. This is further passaged in other mice. 
Unfortunately we have been rarely able to obtain 
the exudate in sufficient amounts to make the 
various antigens. Hence we have employed the 
egg inoculation methods for the cultivation of 
Toxoplasma. 

For the purposes of the mass survey we have 
preferred to use toxoplasmin skin test introduced 
by Frankel (1948). Sabin-Feldman dye test and 
the complement fixation test are the principal tests 
employed besides the skin test. The antibody titre 
tends to fall gradually with the time and ulti- 
mately a stage comes when the tests become 
negative. 

Toxoplasmin skin test—When toxoplasmin is 
injected intradermally in individuals, who had 
suffered from or are suffering from toxoplasmosis, 
it evokes a delayed type of dermal hypersensitivity. 
The test is easy to read as the reaction consists of 
an induration and an erythema. A similar control 
injection does not produce any reaction. 

Preparation of toxoplasmin—Sabin's RH strain 
of Toxoplasma is inoculated into the freshly col- 
lapsed chorio-allantoic membrane of 6-12 days old 
chick embryo. These eggs are incubated at 37°C. 
for 45 days after inoculation. The membranes are 
next harvested and are ground with sterile alun- 
dum. The pulp is diluted with normal saline to 
one-tenth of its concentration. This is frozen at 
—20°C and thawed at 37°C. repeatedly. The re- 
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sulting material is centrifuged and the super- 
natant fluid is separated. ‘This is preserved with 
phenol 1: 1000 and stored at — 20°C. in solid state. 
The uninfected membranes of 12-13 days old chick 
embryo are treated similarly and a control antigen 
is prepared, 


O'1 c.c, of the toxoplasmin is injected intra- 
dermally in the left forearm. 0'1 c.c. of the control 
antigen is injected in the other forearm with 
sterilised tuberculin syringes. In order to obtain 
4 proper reaction it is necessary to use extra-fine 
needles. 


RESULTS 


A test is considered to be positive if 10-30 mm. 
of induration and 10-30 mm. of erythema are 
observed after 48 hours. A_ positive reaction 
usually persists 4 to 10 days while the control in- 
jection does not exhibit any reaction. 


The incidence of toxoplasmosis in group I of 
young adults aged 18-35 years was found to be 
2 per cent. These however did not have any 
clinical symptoms. Frankel (loc. cit.) has observed 
an incidence of 10 per cent in young adults in 
U.S.A. In group LU of blind children aged 3-10 
years an incidence of 2 per cent was observed. 
This was also true for the blind adults which cons- 
tituted group III, In the blind of group IV aged 
30-50 years 4 per cent showed a positive reaction, 
while in a similar group of older persons in U.S.A. 
Frankel has found an incidence of 28 per cent. 
The high incidence of toxoplasmin sensitivity is 
important in cases of chorioretinitis. These cases 
belong to group V of Table 1 where 87 per cent 
positive reaction has been observed. Their age 
varied from 22 to 63 years. Frankel has obtained 
71 per cent positive reactions in cases of chorio- 
retinitis in U.S.A. Toxoplasma is suggested to 


Tame 1—SHOWING RESULTS OF TOxOPLASMIN SENSITIVITY 


x 


Groups Age in years 


Young adults 

Blind children 

Blind adults 

Blind adults 

Patients with chorioretinitis 

Patients with iritis ; “ 

Children with hydrocephalus and 
mental retardation 

Hospitalised children at random ... 


No. tested 
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be the aetiological agent of iritis. Hence we have 
included a few cases of iritis (group VI) in toxo- 
plasmin sensitivity group. There was no inci- 
dence of positive toxoplasmin test. As one of the 
symptoms of toxoplasmosis in infants is hydro- 
cephaly, we have tested a small group of infants 
(group VII) wherein 40 per cent positive re- 
actions were recorded. Frankel has observed only 
10 per cent positive reactions in a similar group, in 
U.S.A. Lastly the group of infants aged 1-5 years, 
which was hospitalised for the treatment of 
amoebiasis, ascariasis, tuberculous meningitis etc. 
was tested and showed negative reactions in all 
the patients. 


Besides the skin test we have performed the 
complement fixation test using an antigen prepared 
from the chorio-alantoic membranes having a heavy 
growth of Toxoplasma (Warren and Russ, 1948). 
2 M.H.D. of the complement was added to the 
serum-antigen mixture. We have performed these 
tests on a tile specially designed for the purpose. 
The tile has 80 microdishes and each serum was 
diluted to 1:4 as a routine. In case of positive 
sera the quantitative estimation was carried by 
giving a fixed dose of complement and varying 
the serum dilutions. The serum-antigen-comple- 
ment was refrigerated for two hours and ambo- 
ceptor (2 M.H.D.) with 2 per cent red blood cells 
added. The tile was incubated at 37°C in the 
incubator overnight. The results were next re- 
corded (Table 2.) 


The dye test (Sabin and Feldman, 1948) was 
performed on five patients. They all had varying 
degrees of chorioretinitis. 


The dye test in Case 1! was positive in a 
titre of 1:16 while Cases 2 and 3 exhibited 
a titre of 1:64. As repeated testing was not done 
we could not yet conclude that these are definite 
cases of active toxoplasmosis. However, Cases 4 
and 5 showed a titre over 1:64 which goes in 
favour of a possible diagnosis of toxoplasmosis. 


Comparative 


Positi ati 
Megetive results (U.S.A.) 


2 (2%) 
1 (2%) 
4 2%) 
1 (4%) 
7 ((87%) 
0 (0%) 


98 (98%) 
98 (98%) 
196 (98%) 
49 (96%) 

1 (13%) 
10 (100%) 


3 (60%) 
10 (100%) 


2 (40%) 
0 (0%) 


ra 
II, 3-10 50 
thee 
Ill, 10-30 200 
IV, 30-50 50 28%, 
Vv. 22-53 8 11% 
“ag 
Vi. 20-60 10 
Vil, 15 10 
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No. Groups 


I, All positive skin reactors 


Taste 2—SROWING ResuLTs or THE Comp_emMENT FIXATION TEST. 
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RESULTS 
History 


Positive Negative Total 


Chorioretinitis, hydrocephaly, mental re- oe 18 18 


tardation, cerebral calcifications. 


II. Antenatal women Pregnancy. 40 40 

Pregnant women ... History of abortions. 

IV Patients with ocular symptoms who Chorioretinitis, iritis. 1 1 
were skin tested. 

Sheep Possible sufferers from sarcocystis. 10 * = 100 


Taste 3—SHOWING ResuLTs or THe Dye Test 


Ss. Skin 


Dye test ptoms 

No. Name test titre 

1. S.M. Positive 1:16 Negative Chorioretinitis 
2. K.G. 1 :64 
3. AS. 1 :64 
5. H.M. 1:64 
6. S. Notdone Not done 1:128 - 


Case Reports 


Case 1—Patient S.M., aged 24 years, had a history 
of injury to the right eye. After healing of the wound 
patient had difficulties in vision, The parents of the 
patient were farmers and thus the patient had a contact 
with the animals. The vision in the right eye was 6/8 
while the vision in the left eye was 6/6. On fundos- 
copic examination it was found that the left eye was 
unaffected as yet. The right eye showed juxtapapillary 
choroiditis with clear-cut margins and pigment distri- 
bution at the margin giving a colobomous appearance. 
The disc appeared pale and the margins were ragged. 
There was sheathing of blood vessels. A second lesion 
was also seen in the temporary part, periphery choroid- 
itis was flat and suggested that the lesion was acquired 
after birth. The toxoplasmin test was strongly posi- 
tive. The complement fixation test was negative, while 
the dye test was positive in a titre of 1:16. No x-ray 
of the skull was taken. Repeated testing of the 
serum is necessary to arrive at a conclusive diagnosis 
of toxoplasmosis in this case. 

Case 2—Patient K.G., aged 35 years, complained of 
gradual deterioration of vision. His vision in the right 
eye could not be improved beyond 6/36 and in the left 
eye it could be corrected to 6/9. No abnormal changes 
were observed in fundus examination of the left eye. The 
right eye showed central muscular choroiditis. The mar- 
gins were irregular and pigment proliferation was ob- 
served in the centre of the patch. X-ray showed cere- 
bral calcification. There was no history of animal con- 
tacts. 


The skin test was positive, the complement fixa- 


tion test was negative and the dye test was positive in 
a titre of 1 :65. 

Cast 3—Patient A.S., aged 55 years, had no clear 
vision. He was serving as a laboratory attendant at the 
Arthur Road hospital and a keeper of cows and buffaloes 
His vision in the right eye with 40 was 6/60 while 
in the left eye with —1-0 it was 6/12. Fundus exami- 
nation showed bilateral central chorioretinitis The 
patches were circumscribed with clear-cut margins and 
pigment deposits in the centre. The skin test was posi- 
tive. The complement fixation test was negative, the 
dye test was positive in a titre of 1:64. X-ray of the 
skull did not show any calcifications, 

Case 4—Patient H.R., aged 22 years, suffered from 
an attack of fever with cutaneous eruptions diagnosed to 
be due to smallpox at the age of 4 years. The rashes 
disappeared and the patient developed convergent squint 
in both eyes. The vision gradually deteriorated. The 
patient also had a burning sensation in the eyes, The 
fundus examination showed patches of chorioretinitis 
The skin test was strongly positive. The complement 
fixation test was negative and the dye test was positive 
in a titre over | :64 

Case 5—Patient N.M., aged 55 years, was diagnosed 
as a case of bilateral proliferating retinitis. He also had 
a mature cataract in the right eye and was operated 
thereupon. After the operation he developed severe 
iritis in that eye. The slit lamp examination of the right 
eye showed corneal oedema. 

The iris showed ectopion of the pigment epithelium. 
New vessel formation and patches of haemorrhage were 
observed. Lens post capsule showed a yellowish green 
colour, The fundus of the left eye showed lenticular 
opacities, proliferating retinitis and haemorrhages in the 
retina. The patient had no history of animal contact 
The x-ray of the skull was not taken, The toxoplasmin 
skin test was strongly positive. The complement fixa- 
tion test was negative. The dye test was positive in a 
titre over | :64. 

Case ,6-Patient S,., aged 8 years, came to the out- 
patient department of C. J. Hospital. At the age of 
four she suffered from an attack of fever when the 
maxinium temperature recorded was 14°F. Soon after 
the fever the patient developed a squint in the left eve 
On fundoscopy a patch of chorioretinitis with centra! 
pigmentation was observed in the left eye. The right 
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eye was not affected. The x-ray of the skull revealed 
cerebral calcification, The complement fixation test was 
positive in a titre of 1:128. The skin test and the dye 
test were not done, as the family was away from Bombay 
for a long time. 


PRISTIMERIN Sensitivity ‘Test 


Many drugs and antibiotics have been tried to 
cure toxoplasmosis and none of them excepting 
sulfonamides have been even partly useful. Even 
sulfonamides do not cure the patients completely. 


We ,also tried prestimerin which has been 
recently prepared by Bhatnagar (1951) from a 
plant named as Pristemera indica. It is known to 
show considerable activity in vitro against a large 
number of gram positive cocci. 

Pristimerin was supplied to us in the powder 
form by Dr. Bhatnagar. As it was insoluble in 
water an aqueous suspension was prepared in 2 per 
cent gum arabic distilled water. This was further 
diluted so that each 0°5 c.c. contained 10 mg. of 
prestimerin. The mice were used to study the 
prestimerin sensitivity. 

We selected 18 mice and batches of six each 
were kept in separate cages in three groups. The 
first group received 20 mg. of pristimerin 
suspension intraperitoneally. On the following 
day it received an infective dose in 0°4 ml. amount 
containing 4-8 Toxoplasma per field. Also they 
were treated with 10 m. of pristimerin for three 
consecutive days. The second group received only 
infection and was kept untreated. The third 
group was given only pristimerin to study the 
toxicity in the quantities administered. Neither 
was'the number of days of survival more pro- 
longed than that in the control group II nor did 
the animals which received only pristimerin die 
at the end of seven days. ‘This led us to conclude 
that the drug was non-toxic in the dose given and 
also ineffective to kill Toxoplasma parasites. 


DISCUSSION 


The toxoplasmin skin test is usually positive 
in late latent stages and healed or cured cases of 


toxoplasmosis. It may be negative in acute stages 
or on latent cases as it takes time for the dermal 
hypersensitivity to develop. 

The complement fixation test remains positive 
for a very short time as the complement fixing 
antibody appears late in the disease and dis- 
appears rapidly. It may be positive or negative in 
acute toxoplasmosis. However, a negative comple- 
ment fixation test associated with a positive dye 
test in increasing titres is conclusive enough to 
diagnose active toxoplasmosis. 
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Sabin (1948) has observed that more than 50 
per cent of the normal population possesses the 
cytoplasm modifying antibody but the titre rarely 
exceeds | :64. It has also been reported that only 
2 per cent of the normal population of Sheffield 
possessed the cytoplasm modifying antibody and 
no case had shown titres higher than 1:64. The 
American committee on toxoplasmosis recom- 
mends that the dye test titre must show an in- 
crease of eight fold and must remain at a level of 
1:256 for a few weeks. The committee has 
observed that repeated testing of the various sera 
from the same patient is necessary to arrive at a 
conclusive diagnosis of active toxoplasmosis. 

Awad (1954) has observed that the cytoplasm 
modifying antibody developed due to Toxoplasma 
is shared by sarcocystis infection. It has been 
established that the antibodies reacting against 
Toxoplasma are produced by Sarcocystis and 
Trichomonas vaginalis iniection also. Consider- 
ing all this one feels that the skin and serological 
tests are not specific for toxoplasmosis. However 
one can make a presumptive diagnosis on the basis 
of these tests. 


CONCLUSIONS 


The results of the small survey made by us on 
various groups of the population lead us to con- 
clude that the incidence of toxoplasmosis in 
Bombay is very low as compared with the incidence 
in the West. This may be related to the fact that 
while we do come in contact with cattle and wild 
life we do not have as intimate a contact as the 
Westerners have with animal pets like cats and 
dogs. We have examined 100 sera from sheep 
and none of them have shown positive tests for 
toxoplasmosis. Further investigations on this line 
are in progress and we propose to test the sera of 
other animal species. Our survey of the popula- 
tion shows that while chorioretinitis is caused by 
Toxoplasma, the parasites do not seem to have a 
vital role in causing complete blindness. 

A recently isolated antibacterial principle, 
pristimerin, was tried in the treatment of mice 
suffering from experimental toxoplasmosis without 
any success, 
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INTRODUCTION 


Unlike artificial pneumothorax, it is a common 
belief, that it is easy to establish a successful 
pneumoperitoneum, and once established, it can 
be successfully maintained, as long as it is desired. 
In our actual practice, we met with cases where it 
was not possible to establish a pneumoperitoneum 
even at the first induction or if successful, it was 
ineffective, as there was no rise of the diaphragm 
on the diseased side or if the treatment was not 
carefully followed, the pneumoperitoneum space 
after having been successfully established was 
gradually lost. The various possible factors which 
can lead to the obliteration of the space are: 
(1) the pathology of the lung parenchyma parti- 
cularly the type and site of the pulmonary lesion, 
(2) the condition of the pleura and (3) the pleural 
cavity or the local condition of the peritoneum. 

During the period July, 1953 and December, 
1954, of the 209 cases in whom pneumoperitoneum 
was started or continued, a review is presented of 
27 cases in whom the pneumoperitoneum could 
not be established or if successful, the pneuwmo- 
peritoneum space was gradually lost. Duration of 
illness of these 27 cases before the pneumoperi- 
toneum was started is shown in Table |: 


Taste 1 
Duration of illness No. of cases 
Up to 3 months ... 7 
4-46 months 6 
7-9 months 1 
10-12 months 6 
7 


Over one year 


It is evident from Table 1 that the majority 
of cases in whom the phenomenon of obliteration 
was seen, had rather fresh disease. In 20 or 74'1 
per cent cases, the onset of the disease as revealed 
by the symptoms complex, was of not more than 
one year’s duration. 
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In these 27 cases, unilateral disease was present 
in 14 (right lung 7, left lung 7) and the rest 13 had 
bilateral involvement. Distribution of the disease 
according to the zone is shown in Table 2, sepa- 
rately in each lung both in unilateral and bilateral 


cases. 


2 
No, of cases 
Zones Right Left 
Upper 3 3 
Middle 2 3 
Lower be 0 0 
Upper and middle 12 8 
All dis 2G 5 


In none of the 27 cases was there any history 
of old pleurisy. This was further confirmed by 
fluoroscopic and roentgenological examination, as 
it did not show any haziness or obliteration of the 
costophrenic sulcus or any irregularity in the 
contour or impaired mobility of the diaphragm 

Results of pneumoperitoneum are given in 
Table 3. 
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1. No. of cases in whom pneumoperitoneum was 
completely unsuccessful at the first induction .. 3 
2. No, of cases in whom there was no rise of the 
right leaf of the diaphragm after the first in- 


3. No, of cases in whom the pneumoperitoneum 
was successful, but subsequently lost ane i! 


a. No. of cases, in whom obliteration 

was first seen below the right leaf 

of the diaphragm whe 7 
b. No. of cases, in whom obliteration 

was first seen below the left leaf 

of the diaphragm bs 1 
c. No. of cases, where it failed to re- 


raise both the leaves of the dia- 
DISCUSSION 
Though one would expect the obliterative 


phenomenon to occur more frequently in cases 
with chronic type of disease, apparently the 
duration of the disease as such had little effect. 
Twenty or 74°0 per cent cases, in whom this was 
seen, had comparatively fresh disease, which was 
even not more than one year old. 

Further the extent and distribution of disease 
in either lungs had had little effect, directly or 
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indirectly, on the occurrence of obliteration. 
Ordinarily one would expect this phenomenon to 
occur mostly in cases with involvement of the lower 
zones. In the right lung of 3 cases and left lung 
of 5 cases, there was involvement of all the zones, 
the rest did not show involvement of the lower 
zones in either lungs. Of the 14 cases with uni- 
lateral disease, the right and left lungs were in- 
volved in 7 cases each. Irrespective of almost 
equal distribution, the obliterative changes were 
mostly seen below the right diaphragm. 

Of the 16 cases, where the pneumoperitoneum 
was unsuccessful at the first induction, 13 showed 
no rise of the right leaf of the diaphragm and the 
remaining 3 cases no rise of either leaf of the 
diaphragm. 

Similarly, of the 11 cases where the pneumo- 
peritoneum was successful and subsequently lost, 
the obliteration was entirely below the right leaf 
of the diaphragm in 7, only one case showed these 
changes below the left leaf. In the remaining 
3 cases, subsequent refills failed to raise both the 
leaves of the diaphragm. 


Thus it is not the local condition of the lungs 
or the overlying pleura and the pleural cavity, 
which plays an important part, but it is the local 
condition of the peritoneum, before, during and 
after pneumoperitoneum, which may be respon- 
sible for such an occurrence. This has been 
studied by various workers (Bennett, 1938; 
Fowler, 1941 ; Banyai, 1946). 

In the adhesive form of tuberculous peritonitis 
(Anderson and Winn, 1945; Trimble et al, 1939), 
the induction of pneumoperitoneum may not be 
possible. 


Sometimes it is difficult to reinduce a success- 
ful pneumoperitoneum, after having been aban- 
doned once, it is apparently due to the formation 
of extensive adhesion. Corrigan (1947) has re- 
ported two such cases, where it was difficult to 
re-establish an abandoned pneumoperitoneum. 

Banyai (1946) is of the opinion, that presence 
or absence of local tuberculous foci in the abdo- 
minal serosa play an important part. In addition, 
the duration of the pneumoperitoneum treatment 
also has some influence. The longer the duration 
of the treatment the greater are the chances of 
peritoneal .reaction. 


In 16 cases, where the pneumoperitoneum was 
unsuccessful at the first induction or where the 
right leaf of the diaphragm was adherent to the 
liver, the failure to induce pneumoperitoneum is 
probably due to the presence of local tuberculous 
foci on the abdominal serosa leading to the 
adhesion formation, Apparently the incidence is 
highest on the right side because of the anatomical 
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relationship between the liver and its capsule and 
the diaphragm. fven of the 11 cases, where 
pneumoperitoneum was gradually lost after having 
been successfully established, the obliteration was 
first seen below the right leaf of the diaphragm 
in 7 cases, the left leaf of the diaphragm got 
adherent in 1 case and in 3 cases, both the 
leaves of the diaphragm got adherent. In cases, 
where the right leaf got adherent, the obliteration 
started from the medial half of the diaphragm and 
it was progressive ultimately involving the rest of 
the diaphragm. This is apparently due to the 
anatomical position of the left lobe of the liver and 
its relationship with the overlying leaf of the right 
diaphragm. 

Trimble et al (1939) did postmortem studies on 
20 pneumoperitoneum cases, where treatment 
varied from 1-33 months. Normal peritoneum was 
seen in 11 (55 per cent), tuberculous peritonitis was 
seen in 3 (15 per cent) cases. In 6 patients 
(30 per cent) findings characteristic of chronic in- 
flammation, varying in severity, were recorded. 
This was considered as the result of sustained 
pneumoperitoneum treatment. Klopstock and 
Schneler (1933) on the postmortem studies of 
pneumoperitoneums, subsequent to pneumoperi- 
toneum treatment in 11! cases found peritoneal 
thickening in 2 (18°! per cent), who had the treat- 
ment for a period of 15 and 21 weeks respectively. 
Lubitz and Banyai (1946) did postmortem study of 
the peritoneum on 11 of their pneumoperitoneum 
patients. On gross examination there were no 
abnormal findings in 2, the peritoneal surface 
appeared opaque in 5, fibrinous deposits were 
present in 1, fibrinous adhesions were encountered 
in 3. 

This type of local peritoneal changes following 
continuous pneumoperitoneum treatment could 
also explain the phenomenon of obliteration of the 
pneumoperitoneum space in some of our cases. In 
our experience chances are further augmented, if 
the patients become irregular for their refills. 
One of our cases developed peritoneal effusion. 


SUMMARY 


1. A report of 27 cases, in whom the pneu- 
moperitoneum could not be successfully induced or 
maintained, is presented. 

2. In 3 cases, the pneumoperitoneum was un- 
successful at the first induction, and 13 did not 
show any rise of the diaphragm, after induction of 
pneumoperitoneum. 

3. In 11 cases, the pneumoperitoneum space 
was gradually lost. 

4. Various factors which may influence the 
obliteration have been discussed. 


i 
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OF PREGNANCY 
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Medical College and Hospitals, Calcutta. 


Vaginal bleeding is one of the common 
symptoms for which a general practitioner is 
called to the bedside of a woman in the early 
months of pregnancy. The haemorrhage may be 
slight or moderate in amount. This may often be 
accompanied with pain. The doctor has to diag- 
nose the exact cause of bleeding and treat the 
case without any loss of time. He has to follow 
the signs and symptoms carefully to foretell the 
prognosis of the case. 


AETIOLOGY 


The common cause of bleeding is an uterine 
abortion—either threatened, inevitable, incomplete 
or complete and rarely missed in type. This 
generally occurs at about the tenth week of gesta- 
tion and is often due to the abnormality in the 
development of the ovum. Trauma, displacement 
or developmental anomaly of the uterus, blood 
dyscrasias or specific diseases are of doubtful 
aetiology in inducing uterine abortion in early 
months. Other causes of bleeding are hydatidi- 
form mole, extra-uterine pregnancy with its 
various terminations and pathological conditions 
of the cervix, e.g., mucous polyp, erosion, vari- 
cose veins, carcinoma, etc. One has to remember 
that some women may have a slight periodic blood 
discharge at the probable date of the expected 
period (not the same quantity as the menstrual 
loss) in the first three months of gestation more 
particularly during the first missed period. This 
is noticed more commonly in apes and known as 
‘decidual bleeding’. There may be some cases of 
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dysfunctional bleeding which may be preceded by 
a period of amenorrhoea. 


DIAGNOSIS 


Threatened abortion—Apart from typical signs 
and symptoms of pregnancy there is a little pain, 
slight bleeding and a little or no dilatation of 
cervix, particularly of the internal os. The size 
of the uterus corresponds to the period of amenor- 
rhoea. The vaginal discharge may vary from 
brown to bright red with or without clots. 

Inevitable or incomplete variety—The bleed- 
ing may be copious, pain more intense and the 
internal os often admits a finger. In incomplete 
abortion the patient may show the doctor a fleshy 
inass that she has passed, But fibrin deposits in 
a blood clot may often be called a fleshy mass by 
lay people. In inevitable abortion the products of 
conception may be felt at the internal os by the 
examining finger but the size of the uterus repre- 
sents the period of amenorrhoea in contrast to a 
relatively smaller size of the uterus in incomplete 
type 

Complete abortion—All the products of con- 
ception are expelled from the uterine cavity or 
may lie in the vagina. The bleeding and pain 
may be severe at the time of expulsion but little 
after the process is completed. The size of the 
uterus is small and the dilatation of the cervix 
depends on the interval that has passed before 
the case is examined. Sometimes slight brown 
discharge—even amounting to irregular bleeding 

and bulkiness of the uterus may persist after the 
abortion is supposed to be completed. This is 
often due to the formation of a placental polypus 
surrounding some pieces of chorion left. 


Missed aborlion—The ovum is dead but is re- 
tained in the uterine cavity. Generally the exact 
time of death of the ovum is difficult to predict 
but abortion is supposed to be of missed in type 
when the ovum is dead for about 6 to 8 wecks. 
The general symptoms in the patient is variable. 
There is retrogression of signs of pregnancy. 
Neither the body of the uterus nor the cervix 
elicits to the examining finger the peculiar soft 
feel of a normal pregnancy, There may be brown 
or itregular blood discharge and seldom it is 
offensive 

Hydatidiform or vesicular mole comes next in 
frequency—This is due to the formation of 
vesicles in the connective tissue of a chorionic 
villus. The entire uterine cavity may be filled up 
with vesicles and the foetus is often completely 
absorbed. There is commonly bilateral theea- 


lutein cysts in the ovary and trophoblastic tissue 
sometimes reveals invasion of uterine musculature 
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and even upto the serous coat. The size of the 
uterus in more than 60 per cent of cases shows 
undue enlargement and the feel is typically 
doughy. No foetal parts can be palpated nor are 
any foetal movements felt. The patient generally 
gives a history of irregular bleeding. Anaemia may 
be present with/without symptoms of toxaemia of 
pregnancy. The diagnosis becomes apparent when 
she passes some moles. Otherwise one has to think 
about hydramnios, twins or tumour associated with 
pregnancy and rarely a dead foetus surrounded by 
a large retroplacental blood clot. A tumour can 
he differentiated by the history and the feeling 
of a groove between the swelling and the preg- 
nant uterus. Hydramnios or twins may be diag- 
nosed by internal ballotement and skiagram, where 
foetal bones may be visible. When one is in doubt 
the quantitative estimation of positive result by 
Zondek-Aschheim, Friedmann or frog test—either 
male or female, is really helpful in the diagnosis 
of a mole. 

Extra-ulerine pregnancy—tlxtra-uterine preg- 
nancy per se before any of its terminations seldom 
presents any peculiar symptoms warranting in- 
ternal examination. Occasionally excessive vo- 
miting or a dull pain on one side of lower abdomen 
after a delayed period may necessitate a vaginal 
examination and this may reveal a bulky softish 
uterus with a pulsatile tender mass in one of the 
lateral fornices. But this may be mistaken for a 
hormonal cyst, which is sometimes associated in 
the early months of pregnancy. The result of preg- 
nancy test is variable in these cases. Vaginal 
bleeding, slight or moderate in amount, not cor- 
responding with the severity of the signs or 
symptoms that the patient presents, only occurs 
when the pregnancy is disturbed. The common 
terminations are either the formation of a 
tubal mole, tubal abortion, incomplete or com- 
plete, resulting in a pelvic haematocele or a 
tubal rupture either in the peritoneal cavity or in 
between the layers of the broad ligament. The 
severity of the signs and symptoms will vary 
according to the nature of the termination. Intra- 
peritoneal rupture of a tubal pregnancy presents 
a dramatic picture. The patient complains of an 
acute pain in lower abdomen and presents signs 
of internal haemorrhage, shock and collapse. There 
is definite pallor, quick and thready pulse, hurried 
respiration and fall of blood pressure. The diag- 
nosis does not present great difficulty. Sometimes 
a patient may complain of shoulder pain. The 
vaginal walls look pale, there may be bulging of 
the posterior vaginal fornix due to the accumula- 
tion of blood in the pouch of Douglas. Acute 
tenderness and definite indefiniteness of the mass 
are characteristic. 


Tubal mole or tubal abortion—There is a history 
of an acute attack of lower abdominal pain follow- 
ing a delayed period or irregular vaginal bleeding. 
The patient looks pale and there are signs of 
internal haemorrhage. Vaginal examination may 
reveal a boggy tender mass in the pouch of 
Douglas or in any of the lateral culs but rarely 
in the anterior pouch. The uterus is found bulky 
and softish and a pulsatile mass is felt in one of 
the lateral culs. The blood count shows a fall of 
Hb percentage and R.B.C. count. There may be 
a high rise of leucocyte count if blood is accumu- 
lated for a long time but there may be no 
variation if this. is recent. Sometimes the diag- 
nosis may be missed if the examination is not per- 
formed under an anaesthetic. The puncture of the 
pouch of Douglas with a thick needle and drawing 
blood in the syringe clinch the diagnosis in doubt- 
ful cases. But one should be cautious to note that 
thick old blood may not sometimes reach the 
syringe during suction but can fill up the needle. 
The passage of a decidual cast per vaginum may 
occasionally be noticed in a complete tubal 
abortion. 

The pathological conditions in the cervix like 
erosion, polypus or carcinoma causing vaginal 
bleeding is noted commonly in a multipara or in 
women who suffered previously from ‘whites’. 
This can be diagnosed by speculum examination 
and visualising the cervix. A vaginal smear spe- 
cially stained or a biopsy may exclude cancer of the 
cervix. The bleeding is irregular or there may be 
only a serosanguinous discharge. Some believe 
that most of the so-called threatened abortions 
which recover are simple cases of erosion or 
mucous polyp complicating pregnancy. 


TREATMENT 


Threatened abortion—The treatment of threat- 
ened abortion is mainly absolute bed rest and 
sedatives. The latter may consist of a simple 
mixture containing Tr. opii or bromide and 
chloral. If the patient is apprehensive or having 
pain injections of morphine sulphate gr. 4% with 
or without atropine or pethidine hydrochloride 
100 mg. subcutaneously is often effective. If there 
be no complication and if the patient is intelligent 
enough to give a correct history, vaginal examina- 
tion is not necessary. Sometimes this does more 
harm. The patient should have light diet, enema 
should be avoided and bowels moved with light 
purgatives like liquid paraffin. The moot question 
to decide is how long to persist with this line of 
treatment. If bleeding continues for more than 
about seven days, if there be persistence or aggra- 
vation of pain and fresh bleeding follows a brown 
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discharge, it is needless to spend further time 
on the conservative lines; it is wiser to take 
measures to terminate pregnancy. If biological 
tests are available pregnancy test and the hormonal 
titre may be helpful in this decision. Hormones 
like progesterone, oestrogen or both combined or 
chorionic gonadotrophin with its leuteotrophic pro- 
perty are often administered with the idea that 
both the luteal and A.P.L. hormone lessen the ute- 
rine contraction and the oestrogens maintain proper 
decidual nutrition and muscular tone. But it is 
doubtful whether their wanton administration is 
at all beneficial and may even be harmful as pro- 
gesterone of late has been shown to diminish the 
interval between contractions and to increase their 
amplitude. However, this may be judiciously 
administered to cases where pregnandiol excretion 
in urine is found below normal average or in cases 
of habitual abortion. Vitamin E in 100 mg. doses 
twice daily is beneficial in the treatment of 
threatened abortion. 

Inevitable or incomplete abortion—The essen- 
tial point in the treatment of this condition is to 
evacuate the uterus and thus to stop the blood 
loss. But measures adopted for emptying the 
uterus will depend on the general condition of the 
patient, her surroundings or assistance available, 
dilatation of the cervix and amount or rate of 
bleeding. In a hospital or where circumstances 
permit, resuscitation of the patient suffering from 
shock and blood loss, with morphine, infusion or 
transfusion followed by evacuation, is the best line 
of treatment. Antibiotics as a preventive are 
usually administered. It is always safe to in- 
troduce the gloved index finger into the uterine 
cavity after dilatation of the cervix, if necessary, 
and separate the products of conception. The 
latter are then brought out with a pair of sponge- 
holding or ovum forceps and a blunt or gauze 
curetting is performed. Parenteral ergometrine in 
a dosage of 0°25 to 0°50 mg. is an efficient oxytocic 
at this stage. In a private house where the 
surroundings of the patient do not permit imme- 
diate operation and the cervix is open, resuscitation 
followed by repeated intramuscular injections of 
oxytocin 2 to 3 minims, or, if the cervix does not 
admit a finger, injection of morphine sulphate 
gr. \ with atropine sulphate gr. 1/100 are often 
useful measures to complete the evacuation. 
Though uterine plugging is not advocated this may 
sometimes be found effective in general practice in 
dilatation of the cervix and in the expulsion of 
the products of conception. But the morbidity 


rate is much higher even after efficient plugging. 
When the patient is running a temperature and if 
there be no active bleeding it is always wise to 
treat and 


localise sepsis with antibiotics and 
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chemotherapy before any active interference is 
contemplated. 

Complete abortion—This does not call for any 
active treatment in general except oral or paren- 
teral administration of oxytocics. But if irregular 
bleeding or brown discharge continues and if the 
patient is not running any temperature it is proper 
to undertake dilatation and curettage to prevent 
the occurrence of a placental polyp. While 
curetting one should remember that the situation 
of the polyp is commonly at the uterine cornua. 

Missed abortion—In such a case, to avoid any 
unnecessary blood loss and trauma it is better to 
bide one’s time before any active interference. 
Stilboestrol 5 mg. three times a day orally along 
with purgative, quinine and small doses of 
oxytocin may help in the expulsion of the pro- 
ducts in some cases. If this fails, slow dilatation 
of cervix with laminaria tents and evacuation of the 
uterus twentyfour hours later is the treatment of 
choice. Rarely one may have to have recourse 
to vaginal hysterotomy. 

Hydatidijorm or vesicular mole—Once this is 
diagnosed no time should be lost in devising the 
best means for evacuation of the uterus. One 
should not wait for the spontaneous evacuation of 
an over-distended uterus to avoid excessive blood 
loss, shock and later sepsis. 

A general practitioner, when he meets such a 
case in private, except those where moles are in 
the process of expulsion, should send her to the 
nearest hospital to avoid any of the complications 
mentioned above. If the size of the uterus be such 
that a finger through the dilated cervix can reach 
near about the fundus or where there is no suspi- 
cion of perforation of the uterine wall by the mole 
or when the blood or brown discharge is conti- 
nuing for sometime one should decide on vaginal 
evacuation. Often a uterus which is considered 
to be too large for vaginal evacuation is found well- 
reached by the internal finger when the fundus is 
gently pressed down by the other hand of the 
operator placed over the abdomen. If the cervix 
is found closed, slow dilatation with laminaria 
tents should be preferred. Tents are removed 
twentyfour hours after the cervix is gradually 
dilated with metal dilators, taking time with the 
passage of each dilator, till it admits the index 
finger. After evacuation is completed the uterine 
cavity is dried with suture gauze, parenteral oxy- 
tocins administered and the uterus massaged 
bimanually to stop any further bleeding. Small 
pieces of membrane clinging to the gauze are sent 
for microscopic examination to eliminate malig- 
nancy. Antibiotics and chemotherapy should be 
used to prevent infection, Curette is not used 
at any stage of this operation to avoid any chance 
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of perforation of the uterine wall. The theca- 
lutein cysts gradually become smaller and gene- 
rally disappear in a few days. It is rare to find 
any acute complications arising in these cysts to 
demand any abdominal operation. Vaginal hyste- 
rotomy and cervicovaginal plugging are not liked 
by many. 

There are many who prefer abdominal hystero- 
tomy or even hysterectomy in an old multipara 
when the, uterus is too much enlarged or when the 
case is ‘clean’, They consider that with this blood 
loss can be minimised, the uterus can be 
thoroughly emptied and the spread of the mole 
can be visualised. Hospital or a well-equipped 
institution is the only suitable place for such an 
operation, 

The treatment of vesicular mole does not end 
with evacuation only. The case has to be followed 
up for 6 months to two years. If the A.Z. or any 
other pregnancy test is persistently positive even 
after 6 to 8 weeks following the expulsion of the 
mole or if the test becomes positive after a nega- 
tive phase one should lose no time to exclude 
malignancy by careful diagnostic curettage. Cases 
are recorded where the occurrence of a normal 
pregnancy following a mole was overlooked in such 
instances. But the diagnosis of chorion carcinoma 
becomes more apparent if there be persistence of 
irregular bleeding, general weakness, cystic mass 
in one of the culs and a tender bulky uterus. 

Extra-ulerine pregnancy-—-When one is definite 
about diagnosis there should not be any delay in 
the administration of inj. morphine gr. 4% with/ 
without atropine gr. 1/100 to combat shock and 
pain and to make arrangements to send the patient 
to the nearest hospital. The doctor and some 
donors should accompany the patient. There is 
often a controversy whether it is justifiable to move 
a patient, who may be in severe shock and having 
active internal haemorrhage. With modern facili- 
ties of transport and due to lack of any ‘flying 
squads’ or ‘domiciliary midwifery practice’ in our 
country there cannot be any safer alternative. 
During the interval of transport the doctor can 
best commence infusion of saline glucose or 
dextran or transfusion of whole blood if available 
at a faster rate than usual, 

In a hospital, in a tubal rupture or in a tubal 
abortion or mole, where there are signs of active 
bleeding internally, the treatment consists of re- 
suscitation and immediate laparotomy. The opera- 
tion should be quick, the diseased tube is removed 
and all bleeding points secured. Before the 
abdomen is closed the uterus with its adnexa, 
particularly the other tube, should be inspected 
as the latter may sometimes contain blood. It is 
seldom that one meets bilateral tubal pregnancy 
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requiring removal of both the tubes. If the con- 
dition of the patient is low no time should be lost 
in careful toiletting of the abdomen. Auto-trans- 
fusion of accumulated blood in abdomen after 
passing it through several layers of filter paper 
or gauze and citrating it, is sometimes a life- 
saving measure when whole blood is not avail- 
able. In a cornual or interstitial pregnancy the 
body of the uterus is often removed. Antibiotics 
both intraperitoneal and parenteral have reduced 
postoperative morbidity to a great extent. 

When the patient is not in such extremis and 
there is no active blood ioss or she is running a 
temperature, time may be well spent to improve 
her blood condition and to control infection before 
any operation is performed. In these ‘old’ ecto- 
pics it may sometimes be difficult to separate the 
coils of intestine or omentum from the mass formed 
by blood clot, uterus and adnexa. The injury to 
the intestines may be avoided if one works through 
the blood clot. Wherever possible, the diseased 
tube should only be removed. There are some who 
believe that an old ectopic which does not reveal 
any untoward symptoms or further loss of blood 
internally during the observation period may well 
be left alone as blood will be absorbed in time. 
But this is not subscribed to by many as there is 
often a chronic invalidism in these cases due to 
persistence of  menorrhagia, dysmenorrhoea, 
chronic backache and sterility. But before any 
operation is contemplated one should differentiate 
the nodular masses felt in the posterior pouch due 
to organisation of blood clots in an old pelvic 
haematocele from those resulting from pelvic tuber- 
culosis, endometriosis and secondary deposits in 
malignant ovarian tumours. Only in infected 
pelvic haematoceles posterior colpotomy with the 
drainage of old blood is justifiable. 

The treatment of bleeding in early months of 
pregnancy due to local cervical lesions is not dealt 
with in this paper, as this depends on the diag- 
nosis of the exact nature and extent of the disease 
with regard to the amount of blood loss, parity 
and general condition of the patient. 


LEUCORRHOEA 


A. C. BHOUMIK, MR.C.0.C., 


Professor of Midwifery, 
Nilratan Sircar Medical College, Calcutta. 


Leucorrhoea is not a disease, but is a symptom 

of many diseases. The subject therefore covers a 
large number of conditions. Leucorrhoea means a 
white vaginal discharge, although the term is used 


to include all non-haemorrhagic vaginal discharges 
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whether they are just an excess of normal vaginal 
secretions or are pathological discharges due to in- 
flammation or ulceration of the genital tract. 
Leucorrhoea is a common symptom and, apart 
from its local discomfort, is liable to cause much 
mental distress. 


NORMAL VAGINAL SECRETIONS 


The normal vaginal discharge is chiefly a 
transudate from the vaginal mucous membrane 
containing desquamated vaginal epithelium. To 
this are added a mucoid discharge from the cervix 
and sometimes a discharge from the endometrium, 


The normal vaginal discharge is white or 
greyish white in colour. It is just sufficient to 
keep the vaginal surfaces moist and should neither 
escape from the vaginal introitus nor cause any 
vulval irritation. The reaction of the normal 
vaginal discharge is slightly acid, the pH being 4 
to 5. This acidity is due to lactic acid formed by 
the action of the vaginal lacto-bacillus on the 
glycogen present in vaginal epithelium. The 
amount of glycogen in the vaginal epithelium and 
consequently the degree of acidity is controlled 
by the amount of oestrogenic hormone circulating 
in the blood and so these vary at different periods 
of life. 

The acidity of the vaginal discharge is one of 
nature’s protective mechanisms against infections. 
When the vaginal acidity is high only the Doder- 
lein’s bacilli thrive in the upper part of the vagina, 
whereas when the vaginal acidity is low the patho- 
genic organisms flourish. 

Another effect of the oestrogenic hormone is 
to cause the vaginal epithelium to proliferate and 
become many-layered. In the child-bearing period 
the many-layered vaginal epithelium can resist 
many infections, but the thin atrophic mucous 
membrane in postmenopausal women and the thin 
delicate mucous membrane in children are easily 
liable to infection. 


In the child-bearing period the vaginal acidity 
is diminished by (i) low oestrogen in circulation, 
(ii) excess of cervical mucus, and (iii) the 
alkaline discharges during menstruation, following 
child-birth, and abortions. These conditions pre- 
dispose a patient to vaginal infections. Normally 
the vaginal discharge increases in the premenstrual 
periods and during pregnancy. 


Causes or L&UCORRHOKA 


Cervical and vaginal infections are the most 
important causes of leucorrhoea. Sometimes leu- 


corrhoea is due to systemic or endocrinal causes 
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and sometimes it is due to pathological states of the 
upper parts of the generative tract. 


Systemic causes—Systemic causes are general 
debility, anaemia, malnutrition, etc. The exact 
mechanism of leucorrhoea in these cases is not 
understood. 


Endocrinal causes—Two types of endocrinal 
leucorrhoea are recognised. Leucorrhoea may be 
due to excessive oestrogen in circulation which 
causes overactivity of the cervical and endome- 
trial glands. It may also be due to insufficiency 
of estrogenic hormone as in postmenopausal 
women. In these cases atrophy of the vaginal 
mucous membrane and diminished vaginal acidity 
favour infections of the vaginal mucous membrane 
by ordinary pyogenic organisms. 


Pathological conditions of the upper parts of 
the generative organs such as uterine displace- 
ments, deep seated pelvic inflammations or pelvic 
neoplasms cause an increased vaginal transudation 
and leucorrhoea. But in these cases more urgent 
gynaecological symptoms are present. 


Cervical infections—Cervicitis with or without 
cervical lacerations is an important cause of leu- 
corrhoea, Cervical leucorrhoea is characterised by 
a mucoid or mucopurulent discharge. Cervicitis 
may be due to acute or chronic gonorrhoea or it 
may be due to non-specific pyogenic infections 
following lacerations at child birth. 

Infection of the vagina is 
Vaginitis 


Vaginal infections 
another important cause of leucorrhoea. 
may be due to several causes. 

(i) Gonococcal vaginitis usually occurs in 
children. In the adult gonococcal infection is 
usually limited to the Bartholin’s gland, the 
urethra and the cervix. In gonorrhoea of the 
adults the vaginal discharge is usually due to 
cervical infection. 


(ii) Trichomonal vaginitis is an important cause 
of leucorrhoea in the adult. The discharge may 
be watery or purulent depending on the severity 
of the infection. The discharge is frothy and it 
causes severe vulval irritation. 


(iii) Monilial vaginitis is due to infection of the 
vagina by the fungus Monilia albicans. Monilial 
vaginitis usually occurs in pregnant or in diabetic 
women and is associated with severe vulval pru- 
ritus. On examination the vaginal mucous mem- 
brane is found to be red and covered with a white 
tenacious cheesy material. It may also occur 
during administration of broad spectrum anti- 
biotics. 

(iv) Senile vaginitis, as already stated, is due 
to infection by pyogenic organisms and is pre 
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disposed by low vaginal acidity and atrophy of 
vaginal mucous membrane. 

(v) Foreign body in the vagina, In the adult 
pessaries are the commonest foreign bodies that 
cause leucorrhoea, Long retained pessaries cause 
irritation or sometimes ulceration and leucorrhoea. 
Contraceptive pessaries or lost menstrual tampons 
are other foreign bodies that are occasionally res- 
ponsible. Vaginal discharge in children is some- 
times due to foreign bodies introduced in the 
vagina. 

(vi) Uleers and necrotic tumours of the cervix 
and vagina may cause leucorrhoea but the vaginal 
discharge in these cases is often stained with blood. 


INVESTIGATION OF 


As already stated leucorrhoea is only a symp- 
tom and may be due to various causes. It is 
essential therefore to investigate every case of 
vaginal discharge and find out the underlying 
cause, Diagnosis of the causal factors will form 
the basis of rational treatment. Occasionally such 
investigation may lead to the diagnosis of serious 
lesions such as genital tuberculosis, syphilis or 
malignant disease where leucorrhoea is the only 
presenting symptom. 


From all patients complaining of leucorrhoea 
a careful history should be obtained. The age and 
parity of the patient, duration and character of 
the discharge, presence or absence of vulval irrita- 
tion are some of the important data to be ascer- 
tained. Vaginal discharge in children and in 
post-menopausal women have different significance 
from that in the reproductive period. Vaginal 
discharge in parous women is often due to in- 
fected cervical laceration whereas in nulliparous 
women it must be due to other causes. When a 
vaginal discharge starts soon after marriage 
gonorrhoea should be suspected but if it starts 
following child-birth cervical laceration with cervi- 
citis may be suspected. A mucoid or mucopurulent 
discharge is of cervical origin. If pruritus vulva 
is associated with leucorrhoea trichomonal or 
monilial vaginitis should be thought of. 


A thorough general examination should be 
made. Although in the vast majority of cases 
leucorrhoea is due to local lesions of the generative 
tract, it may sometimes be due to poor general 
health. 


Local examination of the genital organs is the 
most important step in the investigation of 
leucorrhoea, The patient should be placed in 
lithotomy position in good light and the vulva 
should first of all be inspected for any redness, 
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presence of warts or any scratch marks. The labia 
should be separated and if any vaginal discharge 
escapes, its character should be noted. Specimens 
of discharge should be collected for bacteriological 
examination. 


A bimanual vaginal examination and a speculum 
examination should then be made. The discharge 
should be swabbed out and the vaginal mucous 
membrane and the cervix inspected. Any redness 
of the urethral meatus or the Bartholein duct orifice 
or any thickening of the Bartholein’s gland or any 
peri-urethral thickening or escape of pus from the 
urethra suggests chronic gonorrhoea. In _ these 
cases specimens for bacteriological examination 
should be collected from the cervical canal or from 
the urethra. 


Routine bacteriological examination of the 
vaginal discharge consists of a smear examination 
and examination of the fresh wet film. 


If syphilis is suspected, Kahn test or W.R. 
should be done. Any ulcers or growths should be 
submitted to biopsy and histological examination. 


Tue CLINICAL Types or L&UCORRHOKA AND 
Tuer ‘TREATMENT 


Leucorrhoea in children—Vaginal discharge in 
children is due to vulvovaginitis due to gonococcal 
infection or ordinary pyogenic infection. The latter 
may be due to unclean habits, allowing dirt to 
collect between the labia which causes irritation, 
scratching and infection. Threadworm infestation 
causes anal and vulval pruritus and this is also 
followed by ordinary pyogenic infection of the 
vulva. Another important cause of vulvovaginitis 
in children is foreign body in the vagina. Amongst 
the rare causes are infection with C, diphtheria or 
Trichomonas vaginalis, 


If gonococci are found the child should be 
treated with penicillin injections. This along with 
hot hip bath or external washing with a mild anti- 
septic lotion would cure most of the cases. In 
resistant cases vaginal irrigation with a weak anti- 
septic lotion using a catheter and administration of 
oestrogens in small doses (0°5 mg. stilbesterol daily) 
may be useful. If diphtheria, trichomona or thread- 
worms are found to be the cause, appropriate treat- 
ment for these conditions should be given. If none 
of these is present the vulvovaginitis may be due 
to unclean habits or due to a foreign body. ‘The 
child either forgets about introducing the foreign 
body or is afraid to admit it. So a history is 
seldom obtained. An examination under anaes- 
thesia is usually necessary to exclude the presence 
of a foreign body. After the foreign body is 
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removed irrigation of the vagina with normal 
saline or a mild antiseptic lotion along with sul- 
phonamide by mouth or penicillin injection would 
cure the condition. When the vulvovaginitis is 
due to uncleanliness, external washing of the vulva 
with application of a mild antiseptic ointment is 
sufficient to cure the condition. 


A sequela of vulvovaginitis in children is adhe- 
sion of the labia which is mistaken as a congenital 
malformation. But adherent labia can be easily 
separated by a blunt instrument such as a probe. 


Leucorrhoea in young virgins—If the vaginal 
discharge is only an excess of cervical mucus, it 
is due to poor general health or hormonal im- 
balance. As hormonal treatment is unsatisfactory, 
_it is advisable only to treat the general health. 
Ordinarily local examination and local treatment 
are unnecessary. If the vaginal discharge is puru- 
lent, it should be examined microscopically and 
appropriate treatment for the infection prescribed. 


Leucorrhoea in the child-bearing period— 
Cervicitis : Cervical erosion with or without cervi- 
cal laceration is the commonest cause of leu- 
corrhoea in this period. The discharge is mucoid 
or mucopurulent and a speculum examination re- 
veals cervical erosion or laceration with erosion. 
The discharge causes no vulval irritation. The in- 
flammation often extends to the parametrium 
which causes backache and/or lower abdominal 
pain. 


The condition is at first treated with anti- 
biotics, nonspecific protein therapy and pelvic 
diathermy and when the parametritis is cured the 
cervicitis should be treated by linear electric 
cautery or amputation. It should be remembered 
that once the racemose glands of the cervix become 
infected, they cannot be cured by local applications 
and medical treatment only. 

The treatment of gonofrhoeal cervicitis is 
exactly as above. In these cases hidden infection 
in the Bartholein’s and Skene’s glands also require 
surgical treatment. Besides, the husband should 
be treated to prevent re-infections. 


Vaginitis: Trichomonal vaginitis is suspected 
when there is much vulval pruritus. The discharge 
is frothy and the vaginal wall shows signs of in- 
flammation. Diagnosis is established by examina- 
tion of a fresh wet specimen of the discharge under 
the microscope. The Trichomonas which are 
slightly bigger than pus cells but smaller than 
epithelial cells are easily identified by their active 
movements. Treatment or trichomonal vaginitis 
is not always satisfactory. This is because even 
after the cure of the discharge, the Trichomonas 
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remain in the vagina in a non-pathogenic state 
ready to flare up under favourable conditions 


Many different kinds of treatment have been 
recommended. The simplest treatment is to insert 
2 tablets of acetarsol or stovarsol vaginal compound 
in the vagina at bed-time followed by lactic acid 
(drachm one to the pint) vaginal douche next 
morning. This treatment is continued for 2-3 
weeks and for sometime the discharge is cured. 
In order to prevent relapses the treatment should 
be repeated for 1 week after each menstrual period 
for 3 successive cycles. 

Monilial vaginitis is usually seen in pregnant 
or diabetic women. The tenacious caseous character 
of the discharge and severe vulval pruritus suggest 
monilial infection. Diagnosis is established by 
microscopic examination of the discharge. ‘Moniliai 
vaginitis responds readily to treatment. Vagina 
and vulva should be painted with | per cent 
aqueous solution of gentian violet on alternate days 
and 6 or 7 such applications are usually sufficient 
to effect a cure. 

Foreign body leucorrhoea caused by pessary or 
other foreign bodies in the vagina. The foreign 
body should be removed first followed by normal 
saline or weak antiseptic vaginal douches for about 
one week. If much damage has been caused to 
the vaginal mucous membrane, a longer treatment 
may be necessary. 


Leucorrhoea in postmenopausal women—Senile 
vaginitis requires oestrogenic hormone by mouth 
and lactic acid vaginal douche. If stilboesterol is 
used it may be given as 2 mg. a day for the first 
fortnight, 1 mg. a day for the second fortnight and 
05 mg. a day for third and last fortnight. 

If the discharge is blood-stained a thorough 
gynaccological examination should be made in 
order to exclude malignancy, as very often a blood- 
stained vaginal discharge is due to carcinoma of 
the cervix or endometrium. 


MISCELLANEOUS AND OpscuRE CAUSES OF 
LEUCORRHOKA 


Sometimes in spite of thorough investigation 
no cause of leucorrhoea can be found. Deep-seated 
pelvic inflammation or poor general health may be 
responsible for vaginal discharge in these cases. It 
is important to remember that the use of strong 
antiseptics or very hot vaginal douches causing a 
burn may occasionally cause vaginal discharge. 


Some women are extremely sensitive to any 
vaginal moisture and complain of leucorrhoea 
when no such complaint is justified. Such patients 
should be convinced that no treatment is necessary. 


CASE NOTES 


CRANIOFACIAL DYSOSTOSIS 
(CROUZON’S DISEASE) - 


M. C, MISRA, (PAT.), D.0.M.8. (LOND.), 
Professor of Ophthalmology, 
AND 


G. 8. MAHAPATRA, ™.8.8.s. (pat.), M.R.c.P. (EDIN.), 
p.1.M. & (ENG.), 


Assistant Professor of Medicine, 
S.C. B. Medical College, Cuttack. 


Craniofacial dysostosis is a rare deformity of develop- 
mental origin, produced by premature synostosis of 
certain traniofacial sutures. The deformity is very 
similar to oxycephaly but with certain special characteris- 
tics, 

As many as twenty-four divisions under the general 
condition of premature synostosis of the cranial sutures 
have been reported in the literature but the most 
plausible and generally accepted classification is the one 
based on morphologic similarities. 

A case of craniofacial dysostosis (Crouzon’s disease) 
came under the observation of the authors in the S.C.B. 
Medical College Hospital, Cuttack. The case presented 
typical features and certain peculiarities which deserve 
mention, 


Case Report 


N. M., aged 32, presented before the out- 
patient department (Eye) for defective vision of 
six months’ duration. 


As per his statement he was quite all right 
before he developed defective vision which pro- 
gressed rather rapidly, the right eye being more 
affected than the left. 


There was nothing relevant in the past history. 


Family history—The parents died of some ail- 
ments with fever and cough details of which the 
patient could not furnish being about twelve years 
of age at the time. The patient was the only 
child in the family. To the best of his knowledge 
and information and as far as could be gathered 
from his relatives, none of his blood relations had 
such deformity as the one the patient had. 


On examination—The patient was short and 
stout, height 4 ft., weight 110 lb. The frontal bone 
was prominent with a definite boss, the eves prop- 
tosed with dilatation and prominence of the blood 
vessels, the nose appeared parrot-beak shaped, 
proganthism was well marked, the palate was 
arched, sex organs and secondary sexual charac- 
ters were well developed. 


Temperamentally the patient was irritable and 
short tempered but all the same his attitude was 
one of depression. Memory and intelligence were 
normal, 

Cardiovascular, respiratory, alimentary and 
urinary systems were normal. 


Skeletal system—The patient was definitely of 
short stature with marked deformities in the skull 
which showed a frontal boss, the maxillae were 
short and hypoplasic, the lower jaw was protruded 
with marked proganthism, the prominent nose was 
as it were hooked to the short maxillae and the 
proptosed eyes were rather widely set (Figs. 1 and 
2, vide Plate). The rest of the skeleton was 
normal, 


Eyes—Superciliary arches on both sides were 
normal, The lids were normal with normal growth 
of hairs. Protrusion of the eyeballs was marked 
on both sides. Conjunctivae were red in the lower 
half. There was exposure keratitis in both eyes. 
Two fleshy masses on both the cornea appeared 
one on each side like a small band at the middle 
third. Dark room examination was done with 
difficulty due to exposure keratitis, Discs and 
fundi were found normal. 


Visual acuity—Distant vision—R.E. 6/40 and 
L.E. 6/40. The patient was illiterate. 


Investigations—Routine examination of stool 
and urine showed no abnormality. Blood—R.B.C. 
—32 million per c.mm., Hb.—65 per cent ; 
W.B.C.—6500 per c.mm,. with poly—64 per cent, 
lympho—28 per cent, eosino—5 per cent and 
mono—3 per cent. Blood W.R.—negative. 


Skiagram of the skull presented evidences 
peculiar to Crouzon’s disease (Fig. 3, vide Plate). 


Progress—The case is still in the hospital com- 
plaining of gradual loss of vision but with no 
other complaints. 


Points of interest in the case—There was no 
history of hereditary or familial incidence of the 
disease. The patient apparently had a well com- 
pensated intracranial tension and as such he had 
no complaints up till such an advanced age. The 
rapid failure of vision was obviously due to ex- 
posure keratitis, the disc and fundi being normal. 
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SUBCUTANEOUS EMPHYSEMA 
FOLLOWING LABOUR 


S. K. SUR ROY, MB. (CAL.), M.R.C.0.G. (LOND.), 


Associate Professor of Midwifery, 


AND 
N. ROY CHOUDHURY, D.c.0. (CAL), 


Semor House Surgeon, 
Nulratan Sircar Medical College, Calcutta. 


The appearance of subcutaneous emphysema during 
or immediately after labour is a rare and interesting 
complication. 

Powerful bearing down efforts during labour may 
cause rupture of pulmonary alveoli and give rise to 
emphysema of the neck, chest and even of the entire 
body. It may, however, occur during easy normal deli- 
veries. Primiparae are usually affected. The first case 
of this nature was reported in 1784 and upto December, 
1951, 172 cases have been reported in the world literature 
(Wiland and Crowder, 1951). To the knowledge of the 
writers there is none reported in India. The following 
case is reported on account of the rarity of the condition. 


Case Report 


Mrs. B. R., 19 years of age, primigravida carry- 
ing 36 weeks of pregnancy was admitted in the 
hospital on 17-2-55 with the complaints of marked 
swelling of legs, more on the right side for 10 
to 12 days. Some swelling of the lower limbs 
was there for nearly one month. She was also 
suffering from headache and constipation for one 
month. 


Past illness—Had typhoid fever at the age of 
13 years. 


Physical examination—Height : 5 feet 2 inches; 
good general health, no pallor ; pulse 80 / minute ; 
respiration 18/minute ; temperature—98°F.; B.P. 
146/90 mm. of Hg.; oedema legs and trace of 
albumen in urine ; heart and lugs—no abnormality. 


Height of the fundus was upto the xiphister- 
num, vertex presentation, R.O.P., head engaging, 
no cephalopelvic disproportion, foetal heart sounds 
present. 


Investigations—Laboratory examinations nor- 
mal, 


X-ray pelvimetry revealed a good gynaecoid 
pelvis. There was no evidence of cephalopelvic 
disproportion. 
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Provisional diagnosis—Pre-eclampsia. 


The antepartum course had been uneventful 
and pre-eclamptic toxaemia subsided within 10 
days on conservative line of treatment. 


The patient went into labour-on 27-2-1955 at 
1 a.m. The progress of labour was satisfactory. 
The membranes ruptured spontaneously at 10-35 
A.M, Vaginal examination at that time revealed 
the cervix to be %th dilated and the vertex at 
the level of the ischial spines in R.O.P. position. 
Pethidine hydrochlor 100 mg. was given intra- 
muscularly, The subsequent course of labour was 
almost uneventful except that the patient vomited 
twice in the late second stage of labour. At 1-30 
P.M. a normal living male infant weighing 7 lb. 
12 oz. was delivered in R.O.A. position after a 
right mediolateral episiotomy. The third stage 
of labour was completed in a normal way. The 
episiotomy was made and repaired under local 2 
per cent novocaine infiltration. 


During the rest of the day and night the patient 
had no trouble and slept well. Next morning she 
complained of swelling and pain in the right side 
of the face. In the afternoon she noticed swelling 
of the left side of the face and front of the neck, 
She also complained of pain on swallowing but 
had no respiratory distress nor any pain in the 
chest. Examination revealed swelling of both 
sides of face especially over the parotid region. 
The swelling was more marked on the right side. 
There was fullness of both supraclavicular fossae, 
and the front and sides of the neck. Crepitations 
were present all over the swollen area. ‘The 
pharynx was normal. Breath sounds were normal. 
Skiagram of the chest and neck revealed free air 
in the fascial planes of the soft tissues of the neck. 
It also showed a small productive lesion of the 
right lung in the midzone (Fig. 1, vide Plate) 
The cardiac outline was normal and there was no 
evidence of mediastinal shifting. E.S.R. done at 
this stage was 48 mm, per hour. Sputum was 
free from A.P.B. 


The patient was kept at bed rest for 10 days 
and was given nothing more than the routine care 
of the puerperium. The remainder of her hospi- 
tal stay was uneventful. Subcutaneous emphy- 
sema gradually subsided spontaneously and there 
was no trace of it on 5-2-55, i.e., 7 days after 
delivery. Puerperium was entirely afebrile. 


On 7-3-55 she was discharged in good condi- 
tion with advice for radiological check-up of the 
chest after one month. 
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COMMENTS 

The exact mechanism of the production of spontaneous 
subcutaneous emphysema during labour has not been 
conclusively proved. Apparently one alveolus or more 
is ruptured during the bearing down efforts. The air 
then courses in the perivascular sheaths to the mediasti- 
num, and from there the air may course upwards into 
the neck and produce subcutaneous emphysema or the 
mediastinal pleura may rupture and cause pneumothorax. 
The question arises whether any pathological lesion of 
the lungs predisposes to the occurrence of this condi- 
tion, The previous reporters did not find any such 
association, The occurrence of subcutaneous emphysema 
is not common, if at all, in cases of proved pulmonary 
tuberculosis after labour, In view of these facts the 
finding of a patch of productive lesion in the right mid- 
yvone in this case is significant. 

Usually tenderness and dyspnoea are prominent in 
this condition depending on the extent of emphysema, 
but there was slight tenderness and no dyspnoea at all 
in the present case. The prognosis is good; the swell- 
ing disappears in a few days without treatment. 


SUMMARY 


A case of subcutaneous emphysema of face and neck 
occurring after almost normal labour is reported. There 
was slight tenderness over the neck and face but no 
dyspnoea, The patient could not open her mouth fully 
for a few days. ‘Ihe condition cleared up in a week 
without any treatment, 
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CHIARI'S NETWORK 
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Department of Forensic Medicine, 
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In these days when cardiac surgery is advancing 
rapidly careful recording of every cardiac anomaly, how- 
ever insignificant it might look from the clinician's view 
point, may be of importance in the long run. Anomalies 
of venous valves on the right side of the heart are not 
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rare; but they should not be confused with Chiari’s net- 
work, which is formed of retinacula, which stretch from 
the thebesian and eustachian valves across the right 
auricle to be inserted either into the crista terminalis or 
the endocardium near the tubercle of Lower. In a 
series of 130 autopsies conducted by the authors when 
the hearts were opened with due care they came across 
this anomaly only once, However, Professor Seetha- 
ramarao of Anatomy Department of Andhra Medical 
College and Professor Ananthanarayana Ayyer of the 
Upgraded School of Anatomy are reported to have found 
this more frequently than is indicated by the above 
observation. Probably a preceding use of preservative 
may be responsible to bring out very fragile, thin, col- 
web type of reticula in the bodies for dissection. 


Von Rokitansky was said to have described this as 
early as 1875. Chiari (1897) reported eleven cases with 
detailed description, He thought it was the remnant 
of the right venous valve of the septum spurium. 
Looser (quoted by Helwig, 1932) believed it to arise 
from an irregularity in the endocardial growth resulting 
in a dislocation of fibres from their normal points of 
attachment. Druary (1949) while recording persistent 
venous valves of the heart presumed that Chiari’s net- 
work was formed by foetal valve having anomalous 
attachments and that during retrogression the attach- 
ments were drawn into fine threads. Yater (1929) found 
four examples in 120 hearts he had examined (33 per 
cent). He stressed the care required in opening the 
heart to avoid injuring the retinacula. Helwig (loc. 
cit.) reviewed the literature and reported 8 cases (1'5 per 
cent in a series of 460 autopsies over a period of 3% 
years). Four of them were cardiac patients and in the 
others the finding was incidental at autopsy. In none of 
his eight cases was the network thought to have any 
clinical significance. In one of Chiari’s cases (quoted by 
Helwig, loc, cit.) a thrombus formed in the network 
and was the source of a massive fatal pulmonary embo- 
lism. In Haas’s case (1916, quoted by Helwig, loc. cit) 
the network acted as a snare and prevented a fatality. 
Alvarez and Herrman (1931) reported an unusual case 
of expansive Chiari’s network associated with syphilitic 
aortic insufficiency. They observed a ‘most peculiar, low 
pitched, thronging murmur, heard along the right sternal 
border from the 3rd rib region downward, which had 
a musical quality and faded off into a distant purr’. 


Wilson (1938) reported the following interesting case : 


A male negro aged 40 years was admitted with a 
condition clinically diagnosed as hypertensive cardio- 
vascular disease with uraemia and bronchopneumonia. 
In addition auscultation over the precordium revealed a 
continuous humming murmur, with systolic accentuation, 
at the sternal end of the left fourth and fifth intercostal 
spaces, resembling the so-called bruit de Roger. Blood 
Kahn and Kline were negative. Radiogram of the chest 
showed enlargement of the heart. E.C.G. showed a 
normal axis, depressed S-T interval in Leads 2 and 3 
and inversion of T,. Autopsy revealed a characteristic 
Chieri’s network with no septal defect. The author 
thought that the false bruit de Roger must have been 
due to Chiari’s network. 
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Case REPORT 


Autopsy No. 1588. A male aged 55 years was 
admitted on 15-6-1953 for diarrhoea into Pentland 
Ward of Stanley Hospital, Royapuram, and died 
on 23-6-1953. 

Autopsy was performed on 27-6-53 and the 
following were the important findings : 

(1) Emaciated thin individual with oedema of 
dependent parts. 

(2) 16 ounces of clear straw-coloured fluid was 
found in the peritoneal cavity. 

(3) Both lungs were adherent to the parietes. 

(4) Heart weighed 6 ounces, small; right 
auricle showed a network which extended from the 
crista terminalis to the area below and to the right 
of the opening of the coronary sinus (Fig. 1, vide 
Plate)). The main band is rather thick and firm. 
From about the middle of this, thinner and finer 
branches of network arose, to be inserted into 
the crista at various levels. There were four of 
them. In between these main branches, there were 
fine filamentous cobweb like, connecting bands. 
Other chambers, valves and rings showed no gross 
change. Pulmonary artery was normal and aorta 
showed atheromatous changes. 

(5) Both oedematous and con- 
gested. 

(6) Evidence of early calcification was seen in 
renal papillae. 
(7) Other 

atrophy. 


lungs were 


viscera showed congestion and 


Anatomical diagnosis—Malnutrition with ter- 
minal colitis. Chiari’s network in the right auricle 
and commencing calcification of renal papillae. 


SUMMARY 


A case of Chiari’s network recorded and a brief 


resume of the literature given. 
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AN UNUSUALLY LARGE BROAD 
LIGAMENT MYOMA 


GOPAL CHANDRA PATTANAYAK, (pat.), 
D.T.M., D.P.H. (CAL.), D.G.O. (MAD.), D.R.C.0.G, (LOND.), 
Cwil Surgeon and Chief Medical Officer, 
Hirakud Dam Project, Sambalpur (Orissa) 

AND 
S. THOMAS, .8.8.s. (MAD.), D.G.0, (DUBLIN), 
Assistant Surgeon, Berhampur (Orissa). 


Kokila, a 35 year old female, married for 21 
years, was admitted into the district headquarters 
hospital, Berhampur (Orissa) on 23-2-1955 with a 
provisional diagnosis of ovarian cyst. The patient 
was a 2-para, the last child being born 15 years ago 
The tumour was slowly growing and had been 
present for the last 10 years. Menstrual history 
was normal, Menarche at 1! years; cycle—30 
days with duration of flow 3 days 

Physical findings on admission 
was hugely enlarged and protuberant 


The abdomen 
(Fig. 1), 


SHOWING ENLARGED PROTUNERANT 
ABDOMEN, 


Fig, 
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the swelling extending from the ensiform carti- 
lage to the symphysis pubis. Fluid thrill was 
elicited in some parts, The abdomen was dull in 
front and resonant in the flanks. On palpation, 
the tumour appeared soft and cystic and occupied 
the entire abdominal cavity. A fairly large cysto- 
cele was found per vaginam. 


The general condition being quite good, lapa- 
rotomy was performed on 25-2-1955. On opening 
the abdomen only a small adhesion was found 
between the top of the tumour and the mesentery. 
This was easily separated. Because of the big 
bulk of the tumour and because it felt cystic it 
was planned to drain out the tumour before re- 
moval. Several punctures with trocar and canula 
drained out only a few ounces of highly coloured 
fluid. The incision was extended and the huge 
tumour easily delivered. There was no pedicle. The 
uterus was of the size of 12 weeks’ gestation, felt 
firm and was pushed to the right. The left round 
ligament and left fallopian tube were found 
stretched over the tumour with the left ovary lying 
on its surface. The tumour was shelled out and 
the planes of cleavage were easily found. When 
the process of shelling advanced the continuity 
of the tumour with the left cornu and lateral side 
of the uterus was detected. The tumour (Fig. 2, 
vide Plate) was easily separated from the uterus. 
The uterus though of the size of 12 weeks’ preg- 
nancy was found to be free from the tumour and 
deformity. The patient was in child-bearing age 
and had only 2 children, so the uterus was not 
removed. The raw surfaces were peritonised and 
the abdomen closed in the usual way, Convales- 
cence was uneventful. 
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Tumour—The weight of the tumour taken two 
hours after operation was 41 lb. It measured 16 
inches x 15% inches x 7% inches. 

Macrosection showed the muscular whorls of 
myomatous tumour with small cystic cavities 
(Fig. 3, vide Plate). ‘There were broad spaces of 
a ground glass appearance. 


Microsection showed the tumour to consist of 
involuntary muscle and collagen fibres arranged 
in all patterns. There were areas of calcification 
and cystic degeneration. The tissue was oedema- 
tous. There was no sign of malignancy. 

Diagnosis—F ibromyoma. 


DISCUSSION 


The case is presented because of the unusually big 
size of the tumour. Upto the twenties of this century, 
huge sized tumours, ¢.g., ovarian cysts and broad liga- 
ment cysts were of fairly common occurrence. Because 
of its situation, its continuity with the left side of the 
uterus, its essentially myomatous structure, the tumour 
appears to be a myoma of the left broad ligament. 
According to Bonny’s classification, it is a false 
myoma of the broad ligament as it appears to have 
originated from the uterus and not from the mesometrial 
tissue present in the broad ligament. Having originated 
from the side of the uterus, the myoma appears to have 
invaginated between the layers of the broad ligament 
and remained sessile in spite of the huge bulk. Having 
a forward and upward rise, it did not invaginate the 
mesocolon, The sigmoid and the pelvic colons were Itft 
unaffected. 

Because of the enormity of the growth degenerative 
processes were inevitable. Deginning with hyaline 
degeneration, cystic cavities were formed due to subse- 
quent cystic degeneration. This had misled to the earlier 
diagnosis of an ovarian cyst. 


XV MAHARASHTRA AND KARNATAK PROVINCIAL MEDICAL 
CONFERENCE, JALGAON (E. K.), 1955. 


The XV M. & K. Provincial Medical Conference will be be held at Jalgaon, on the 4th, 5th and 
6th November 1955, in the premises of the Mooljee Jaitha Arts and Science College. A Pharmaceutical 
Exhibition will be held on the occasion and a Souvenir will be published. 


II DELHI STATE MEDICAL CONFERENCE, 


The Il Dethi State Medical Conference under the auspices of Delhi Medical Association, will be held 


on 18, 19 and 20 November 1955. 
and an Exhibition will be held on the occasion. 


In addition to the Scientific Session, a Souvenir will be published 
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TOXOPLASMOSIS 


In recent years the subject of toxoplasmosis in 
man has aroused active interest amongst the 
workers in the medical field. Cerebral calcification 
associated with chorioretinitis, hydrocephalus or 
microcephaly, microphthalmus, changes in the 
cerebrospinal fluid, pneumonitis, myocarditis, 
splenomegaly and hepatomegaly are some of the 
conditions now known to be produced by infection 
with Toxoplasma. Mild adenopathy, with little 
constitutional disturbances, glandular involvement, 
disease resembling typhus fever, ‘relapsing menin- 
goencephalitis’ are also some other conditions 
which have been found to occur in laboratory 
workers. Though referred to protozoa its syste- 
matic position in the phylum has yet remained 
undetermined. Nicolle and Manceaux' created the 
genus Toxoplasma for an organism which they en- 
countered in the body of gondi (Ctenodactylus 
gundi) a small rodent of North Africa and named 
the parasite as Toxoplasma gondii. A number of 
species of Toxoplasma has since been described 
from various mammals, birds and snakes from 
different parts of the world and in each case the 
specific name is given after the host. It is, how- 
ever, now recognised that all the species so far 
described are morphologically and immunologically 
indistinguishable from the type species, Toxo- 
plasma gondii Nicolle and Manceux, 1908. 

Earlier reports of Toxoplasma infection in man 
are not subject to verification to-day. Recent re- 
cords are, however, more authentic and bear 
evidence to the fact that toxoplasma infection is 
more frequent in man than hitherto believed. In- 
apparent infections are reported to be more 
common. 

Curiously enough nothing is known so far about 
the mode of transmission in nature of this organism 
to mankind. In guineapigs experimental infec- 
tions are known to be brought about by introduc- 
ing the infective materials through various routes, 
viz., intestinal, intranasal, intravenous, intraperi- 
toneal, subcutaneous and intracerebral. The recent 
report made by Beverely et al* of acquired toxo- 
plasmosis amongst laboratory workers is very signi- 


'NICOLLE, C. anp Manceaux, L.—Compt. rend, Acad. 


Sci., 147: 763, 1908. 
* Bevertey, 7. K., Skipper, Marsnau, S. C.— 


Brit. M. J., 1: 577, 1955. 
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ficant. A prick from a contaminated hypodermic 
needle, sucking the positive peritoneal exudate 
into the mouth, splashing the eye with suspension 
of Toxoplasma, bite from an infected rabbit—are 
some of the ways by which Toxoplasma infection 
has accidentally occurred in man. ‘Transplacental 
infection is known to occur both in man and 
animals. In experimental mice transmission is 
known to occur in ulero and through the lactating 
females as well. Cathie’ successfully recovered 
the organism by inoculating saliva and blood 
into animals from a 5 year old boy suffer- 
ing from glandular type of the disease. He 
suggested that one of the methods of transmission 
may be direct contact, dissemination being effected 
through saliva. Whether a close association with 
animals, such as dogs, mice, rats, birds etc., is 
responsible for the spread of the infection in man 
is a problem which still remains unsolved. 
Measures adopted to ascertain the ‘carrier’ rate in 
domestic animals including birds will perhaps be 
amply paid for in spotting the source of infection 
to man. 


Specific diagnosis is based on the isolation of 
the organism from blood, bone-marrow, lymph 
gland, cerebrospinal fluid, and biopsy material 
from liver or spleen by inoculation into small labo- 
ratory animals such as hamsters, guineapigs, rats 
and mice. Other methods relate to the demon- 
stration of specific antibody. These are comple- 
ment fixation test of Warren and Sabin‘, dye 
technique of Sabin and Feldman’ and dermal 
hypersensitivity test of Frenkel’. Complement 
fixing antibody is seen to appear late during the 
course of the disease and is very shortlived. Com- 
plement fixation test, therefore, is positive for a 
very short time. In the current issue of the 
Journal there appears an article by Rawal et al’ 
on the survey of the incidence of toxoplasmosis in 
various groups of the population in Bombay. In 
this survey of exploratory nature dermal hyper- 
sensitivity test, complement fixation test and the 
dye test were employed and it is concluded that 
the incidence is low as compared to the Western 
countries. It is however of great importance to 
extend this survey over wide and representative 
areas covering a very large population in order to 
arrive at a definite conclusion with regard to the 
incidence of toxoplasmosis in our country. Wher- 
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ever the incidence rate happens to be high, attempts 
should also be made to test or examine some sample 
specimens of animals that come in close contact 
with the human population. With regard to the 
choice of diagnostic methods, the dermal hypersen. 
sitivity test would serve the purpose. Though re- 
ports are now forthcoming to show that skin 
and other serological tests are non-specific and 
positive reaction could be obtained with Sarcocystis 
and Trichomonas vaginalis infections, yet the 
utility of these methods should not be lost sight 
of till such time as some better and more reliable 
methods are evolved. 

While making a survey it will be of great 
scientific value to isolate the organism from posi- 
tive reactors with a view to make some fundamental 
studies on its physiological and biochemical pro- 
perties. The organism has so far evaded the 
therapeutic action of various drugs and antibiotics 
in man, though sulphonamide drugs and aureo- 
mycin have proved to be curative in experimental 
toxoplasmosis in mice. It is all the more neces- 
sary, therefore, to direct our attention towards an 
intensive study of the biology of this organism. 
The observations of Pulvertaft et al* have shown 
that actively penerating parasites are toxic to the 
host cell and passively engulfed ones undergo mul- 
tiplication. This is a phenomenon which raises 
important fundamental questions with regard to 
host-parasite relationship. It indicates a vast 
difference in the protoplasmic make-up of the para- 
site at two different situations. This problem calls 
for an approach through various avenues of re- 
search, such as, histochemistry, physiology, bio- 
chemistry and biophysics. Formulation of specific 
chemotherapeutic agent largely depends upon the 
knowledge that will accrue from researches on 


those lines. 


B. C.G. VACCINATION 


B.C. G. vaccination has become of late, the 
subject of controversy in our country, This con- 
troversy has been initiated by Shri Rajagopalachari. 


Rajaji is one of the ablest politicians and highly 
respected leaders of this country. We knew him 
so long pre-eminently as a man of politics with 
literature as a side-line. We would have been 
pleased if this question were ushered in by a stal- 
wart of the medical profession instead. 

Rajoji’s contention is that B. C. G vaccination 
has baneful after-effects. Stray cases of complaints 
were reported in the papers but most of these cases 


* R. J. V., Verentewe, J. C. Lame, W. P 
Parasitology, 44: 478, 1954, 
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were also reported to have been investigated into 
and the so-called after-effects could not be asso- 


ciated with B. C. G. vaccination. It may be said 
in this connection that no public health measure 
can ever be absolutely safe. Some therapeutic and 
prophylactic procedure in special circumstances 
may give rise to a certain amount of failures but 
this does not prove that these measures are un- 
acceptable. It has been noticed that smallpox 
vaccination in some rare cases, becomes the catise 
of death. We cannot for this reason drop small- 
pox vaccination. 

Rajaji does not like that B.C. G. vaccination 
should be given on a mass scalé. But in India, 
tuberculosis is one of the major problems and any- 
how it should be controlled. 

B. C. G. vaccination has been accepted for use 
after thorough tests in reputed laboratories of the 
world, as a protection against tuberculosis. Quite 
a large number of bacteriologists are associated 
with the experiment of this vaccine, and they 
have expressed definite opinion in favour of its 
introduction. Since its acceptance over a quarter 
of a century ago, over one hundred million of 
vaccinations have been given in various countries 
with no alarming results. This experience of 
B. C. G. has led the Health Ministry of India to 
introduce it as a protective measure against tuber- 
culosis which is a major cause of deaths in our 
country. In India, according to a statement of the 
Union Health Minister recently made in the Lok 
Sabha, 4,658,909 persons have been vaccinated 
with B.C. G. during the period, December 1954 
to March 1955. Germany, Austria, Hungary, 
Italy, Poland, Czechoslovakia, Finland, Japan and 
Argentina have been following a well planned pro- 
gramme of B.C.G. vaccination. In U.S.S.R., 
every child is compulsorily vaccinated with B.C.G. 
when the child is three vears and a second time 
when he is five. The experiments in the coun- 
tries mentioned above prove beyond doubt that 
B. C.G. does not produce baneful reactions. Other- 
wise these countries would have long before aban- 
doned this vaccination. 

It may however be admitted that like other 
vaccinations, B. C. G. does not provide absolute 
protection but from experience in other countries 
it may be said to give a high degree of immunity. 

It should be remembered that the B. C. G. pro- 
gramme in various countries has been sponsored 
by the World Health Organisation. The WHO is 
not a body of frivolous men who jump into conclu- 
sions, but the repository of the world’s best 
medical thinking. 

So long better protective agents are not 
evolved, in our opinion this programme of B.C.G. 
vaccination should continue. 
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CURRENT MEDICAL LITERATURE 


Viral Hepatitis 


Murray (Bull. N. Y. Acad. Med., 31: Jl, 1955) 
gives in the following lines the summary of his observa- 
tions ; 

The control of infectious diseases is extremely dith- 
cult when the etiological agent cannot be isolated. This 
is evident with beth infectious hepatitis (virus A) and 
with serum hepatitis \virus B), although the information 
available concerning the transmission of the latter is 
more definite. Asymptomatic carriers have been shown 
to exist in the case of the latter and probably exist in 
the case of the former. Undoubtedly, they constitute 
the primary source of infection. 

The contro! of infectious hepatitis rests on (@) the 
institution of general measures designed to break the 
cycle of a water-borne, food-borne or person-to-person 
transmission of infection, and on (b) the prophylactic 
use of gamma globulin, 

In the case of serum hepatitis the control measures 
are more specifically directed to interrupting the trans- 
mission of the agent from person to person by inacti- 
vating or eliminating the agent from human blood and 
blood products used for therapeutic and diagnostic pur- 
poses and by preventing the transfer of contaminated 
blood by means of blood-letting and other instruments. 
Certainty in these methods of control is complicated by 
the high infectivity of some sera from individuals har- 
boring the infection (approximately 1-0 10° ml.) and by 
the extreme resistance of the agent(s) to destruction by 
physica! or chemical means. 

Ultraviolet irradiation has been shown to be in- 
effective, at least as performed on a production basis, 
at levels that do not alter plasma proteins. Room-tem- 
perature storage reduces infectivity but the method is 
not without limitations. The chemical agents which 
have been tried have been only partially effective. 
Fractionation by the cold ethanol method produces 
gamma globulin and albumin which are safe. The 
latter, however, must be heated at 60°C. for ten hours 
to eliminate the danger of the transmission of hepatitis. 
Fibrinogen and thrombin may both be icterogenic. Al- 
though careful screening of blood donors on the basis 
of history and liver frenction tests undoubtedly may con- 
tribute to the reduction of the number of icterogenic 
b'oods which are collected, there is no method available 
for eliminating the danger from whole blood. 

The treatment of uncomplicated hepatitis has de- 
pended chiefly on the institution of bed rest and the 
use of spec'al dicts; high-fat, low-fat, and high-protein 
diets have been recommended at various times. The 
extreme variab'lity in the severity of the clinical course 
of hepetitis makes evaluation of any therapeutic mea- 
sure difficult in the absence of extensive series of cases 
in which the effects of the therapy being studied have 
been tho-ouchly controlled. Recent attempts to evalwate 
diet ond bed rest as theranentic measures have shown 
that there may be some slicht advantage to a high-pro- 
tein diet in the case of infectious hepatitis while in the 
case of serum hepatitis such a diet appears to be with- 
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out advantage and may actually be deleterious in some 
situations, 

These measures of control and management are illus- 
trated from the results of a series of studies conducted 
in human volunteers which had as their purpose the 
evaluation of the safety of blood and blood products 
with respect to serum hepatitis. 


Herpetic Encephalitis and Meningitis in Man 


(Presse med., 63: 286, 1955, Ref. J.A.M.A., 
158: 432, 1955) writes that since 1940, 10 cases report- 
ed in the literature have permitted the clinical and ana- 
tomic identification of acute herpetic meningoencepha- 
litis, a disease that is fatal within 10 to 15 days. The 
lesions are the same as those of experimental encepha- 
litis, with presence of acidophilic intranuclear inclusion 
bodies. Recent studies have confirmed the existence of 
curable encephalomeningitic complications of herpes by 
means of isolation of the virus responsible and investi- 
gation of the antibodies. Both the acute and the curable 
forms of these complications occur during the first in- 
fection of a person who has never been infected with 
It is difficult to assess the statistical 
hever- 


the herpes virus. 
importance of this cause of meningoencephalitis ; 
theless, it would seem that a systematic study of anti- 
herpetic antibodies is justified in any discussion of the 
causes of acute lymphocytic meningitis. 


Tuberculous Meningitis 


Gierso and Marx (Ann, Int. Med., 42: 902, 1955) 
report on the analysis of a series of 231 cases of tuber- 
culous meningitis observed at the Los Angeles County 
General Hospital to ascertain the diagnostic and prog- 
nostic significance of the spinal fluid sugar and chloride 
'evels. Both factors were depressed in most instances, 
but in a significant number of cases one or the other 
was normal at the time of the initial examination and 
remained so throughout the diagnostic period. In the 
series under review the sugar levels failed to reflect the 
meningeal tuberculosis more often than did that of the 
chloride. Neither the spinal fluid glucose nor chloride 
provides a sensitive prognostic index. But again, of the 
two, the authors find the chloride to be somewhat more 
reliab'e. It therefore, recommended that chloride 
determinations be part of the routine spinal fluid 
analysis in tuberculous meningitis, 


18, 


Audiometric Study and Preservation of Hearing in the 
Treatment of Tuberculosis with Strevtomycin 


Matret anp oTmers (Presse med., 62: 1325, 1954, Ref. 
Abst. Worlt Med. Bull., 17: 439, 1955) despite the fre- 
quently described toxic effects of streptomycin on the 
vestibu'ar nerve, working at the Pneumo-phthisiological 
Research Centre, Marseilles, found only one case of 
temporary deafness out of 2,000 cases of pulmonary 
tuberculosis given a total dose of 60 ¢. of streptomycin 
Of 60 cases of tuberculous meningitis in adults followed 
up from 1948 to 1953 after being treated with strepto- 
mycin in doses totalling from 250 to 600 « , deafness was 
observed in only 5 (83 per cent), 
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In order to clear up the doubt which exists regard- 
ing the toxic effects of streptomycin, the authors carried 
out an audiometric investigation on patients before and 
after treatment with the antibiotic, comparing the re- 
sults in patients suffering either from pulmonary tuber- 
culosis or tuberculous meningitis with those in non- 
tuberculous patients not receiving streptomycin. The 
total doses of streptomycin varied between 350 and 
1,000 g. or more for adults, and 150 to 250 g. for children. 
The authors found that in about half the patients above 
the age of 40 in both groups there was a moderate or 
slight impairment of hearing. No greater loss of hear- 
ing was reported after treatment. Of 76 adult patients 
with tuberculous meningitis treated with streptomycin, 
follow-up examination showed normal hearing in 60 and 
a moderate degree of deafness in 3; 5 could not be 
audiometrically examined, and 8 others suffered from 
types of deafness not due to streptomycin. Finally, of 
18 children recovered from tuberculous meningitis after 
treatment with dihydrostreptomycin, 5 showed some 
degree of deafness. The authors conclude that the with- 
holding of streptomycin because of the risk of causing 
deafness cannot easily be justified. 


Selective vs. Routine Use of Anticoagulants in 
Acute Myocardial Infarction 


Russex anp Zonman (J. A. M. A., 186: 1150, 1954) 
critically analyze the present controversial subject of 
whether to give anticoagulants routinely or selectively 
in cases of acute myocardial infarction, It appears that 
while the studies of the American Heart Association and 
particularly those of Wright seem to advocate a routine 
use of anticoagulants, there has been accumulating evi- 
dence in recent years giving non-confirmatory conclu- 
sions regarding the benefits derived from this treat- 
ment, Such consideration is important because anti- 
coagulants therapy is not free from danger, principally 
the occurrence of hemorrhagic complications. Contrary 
to Wright's contention, the authors’ “good risk" cases 
had a death rate of only 3:1 per cent without anticoagu- 
lants and the incidence of thromboembolism was only 08 
per cent, In these selected cases, careful statistical 
analysis would seem to indicate that added anticoagu- 
lant therapy would not have lowered the death rate 
more than 1 per cent. The authors therefore contend 
that dicumarol is not needed in such cases, 


“Good risk’? cases are those who when admitted, 
showed none of the following: (1) previous myocardial 
infarction; (2) intractable pain; (3) extreme degree of 
persistence of shock; (4) significant enlargement of the 
heart; (5) gallop rhythm; (6) congestive heart failure ; 
(7) auricular fibrillation or flutter, ventricular tachvear- 
dia, or intraventricular block; and (8) diabetic acidosis 
or other states predisposing to thrombosis. 


It is estimated that only about 30 per cent of all 
patients require anticoagulant therapy. This low figure, 
nevertheless, does not detract from the established 
value of such treatment in ‘‘poor risk” cases. The age 
of the patient has no bearing on immediate prognosis 
and should not be considered ag a determining factor 
for anticoagulant therapy. 
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Cortisone-withdrawal Syndrome 


HENNERMAN anD orHers (J. A. M. A., 158: 384, 1955) 
write that prolonged cortisone therapy was abruptly 
discontinued in 19 patients with asthma. Twenty-four 
hours later nearly all patients developed headache, 
nausea, vomiting, restlessness, and muscle and joint 
pain. These symptoms subsided spontaneously after two 
to five days. The alarming clinical state of these patients 
was not associated with significant changes in vital signs 
or in the laboratory tests performed. The cause of these 
symptoms is not apparent at the present time. 


Antibiotic Residues in Amoebiasis 


ARMSTRONG AND OTHERS (Lancet, 2: 14, 1955) write 
that the fermentation residues of chlortetracycline and 
oxytetracycline are potent amoebicides. 

This effect is probably due to their content of chlor- 
tetracycline and oxytetracycline, which in doses of 
100 mg. daily are as immediately effective as emetine. 


Small doses of these two antibiotics, or large doses 
of chloromycetin or of streptomycin, often convert severe 
dysenteric amoebiasis into symptomless cyst-passing. The 
implications of this are discussed. 


A combination of chloroquine and diiodohydroxy- 
quinoline and either chlortetracycline 100 g, or chlor- 
tetracycline residue 4 g. is a highly effective and inex- 
pensive ambulant treatment for amoebic dysentery, ex- 
cepting severe cases and those with complications. 


Methantheline (Banthine) Bromide in Therapy of 
the Unstable Colon 


LICHSTEIN AND oTmers (J. A. M. A., 158: 634, 1955) 
write that the role of an anticholinergic drug, methan- 
theline (Banthine) bromide, in the long-term clinical 
management of chronic gastrointestinal functional dis- 
tress was studied in 59 patients. Thirty-two of these 
were evaluated with the double blindfold method. When 
evaluated on the basis of epigastric distress, peristaltic 
unrest, alternating constipation and diarrhoea, disten- 
tion, fatigue, and generalized abdominal distress, no 
appreciable superiority of methantheline, whether its 
identity was known or unknown to the physician and 
patient, was noted when it was compared with standard 
therapy or a placebo. Methantheline had an invariably 
beneficial clinical effect in the acute episodes of diarrhoea 
of a psychogenic nature occurring in the course of the 
chronic disorders. 


WIN 8077 in Myasthenia Gravis 


SCHWAB AND oTHers (J. A. M. A., 188: 625, 1955) 
write that a new drug that is effective in myasthenia 
gravis was used in 50 patients. This drug, WIN 8077, 
different chemically from either neostigmine or the alkyl 
phosphates, is N, N’-bis(2-diethylaminoethyl) oxamide 
bis-2-chlorobenzy! chloride. It is somewhat more power- 
ful and about twice as long acting as neostigmine or 
Mestinon (a dimethyl carbamate of 3-hydroxy-l-methy! 
pyridinium bromide) and has less side-effects on the 
gastrointestinal tract. Forty-one of the 50 patients in 
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whom WIN 8077 was used are still taking it, and they 
derive more benefit from it than from their previous 
medication. The warning of overdosage, resulting in 
gastrointestinal disturbances, is minimal with this drug, 
and the requirements of patients vary tremendously, 
which makes mandatory much greater care and super- 
vision, The parenteral use of the drug suggests a 1/30 
to 1 ratio to the oral dose, with a prolonged effect of 
nearly three hours, and, since experience in this type of 
administration is inadequate and very uncertain at the 
present time, this route is not recommended. 


Bufferin in Rheumatoid Arthritis 


} REMONT-SMITH (J. A. M. A., 158: 386, 1955) reports 
that seventy per cent of a group of patients with rheu- 
matoid arthritis and proved gastrointestinal intolerance 
to plain aspirin tolerated Bufferin (acetylsalicylic acid 
buffered with aluminium glycinate and magnesium car- 
bonate) with moderate analgesic benefit. Patients with 
rheumatoid arthritis had an incidence of gastrointestinal 
intolerance for aspirin two and a half to nine times that 
reported in the general patient population. A partial 
explanation of this difference in toxic effect may be that 
patients with rheumatoid arthritis require continuous 
medication at relatively higher dose levels than does the 
usual non-arthritic patient. It is of note that many 
patients requiring maintenance treatment with salicy- 
lates alleviate their symptoms of gastric intolerance with 
sodium bicarbonate. In not a few instances this con- 
tinued intake of extra sodium has aggravated pre-exist- 
ing symptoms of cardiorenal disease. The use of a rapid- 
ly absorbed buffered aspirin that is well tolerated ap- 
pears to évercome one of the major difficulties in the 
therapeutic use of salicylates in rheumatoid arthritis. 


Hexamethonium Chloride in Rheumatoid Arthritis 


PLATY AND STEINBERG (Ann, Int. Med., 42: 816, 1955) 
write that nine patients with pure rheumatoid arthritis 
and three patients with rheumatoid arthritis plus hyper- 
trophic arthritis were treated with hexamethonium chlo- 
ride over a period of two to nine months. Twenty- 
eight responses to therapy were observed. 

Three patients with rheumatoid spondylitis and two 
patients with pure hypertrophic arthritis were similarly 
treated. 

The therapy was considered to cause a symptomatic 
improvement in rheumatoid arthritis without altering 
the course of the disease. 

The results of therapy were encouraging enough to 
warrant further trial, 

A theory is proposed which compares rheumatoid 
arthritis and the reflex sympathetic dystrophies and 
offers a possible explanation of the response to hexa- 
methonium therapy in rheumatoid arthritis. 


Drugs for Hypertension 


Grimson (J. A. M. A., 186: 359, 1955) writes that 
therapy with hexamethonium was employed in 115 pa- 
tients with hypertension; therapy with pentolinium tar- 
trate (Ansolysen) in 14; Ecolid (4, 5, 6, 7-tetrachloro-2- 
(dimethylaminoethyl) isoindoline dimethochloride), which 
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was known experimentally as Su 3088, in 20; hydralazine 
(Apresoline) hydrochloride in 13; alkavervir (Veriloid) in 
17; and Rauwolfia serpentina and reserpine in 16, Of 
the drugs tested, the efficacy of hexamethonium orally 
has been best substantiated by reduction of blood pres- 
sure and relief of symptoms. 


Antih staminics for Allergic aad Pyrogenic 
Transfusion Reactions 


WILHe_Lm AND oTHERS (J. A. M. A., 158: 529, 1055) 
report that the addition of 50 mg. of diphenhydramine 
(Benadryl) hydrochloride to one unit of whole blood does 
not cause significant (Diphenhydramine 
hydrochloride will eliminate allergic transfusion reactions 
but has no apparent effect on the incidence of pyrogenic 
reactions. Diphenhydramine hydrochloride, chlorprophen- 
pyridamine (Chlor-Trimeton) maleate, and tripelenna- 
mine (Pyribenzamine), when employed as outlined above, 
will not prevent pyrogenic reactions in rabbits that have 
received known pyrogens. 


haemolysis. 


Antihistaminics in Transfusion Reactions 


SrerHen anv oTtHars (J. A. M. A., 158: 525, 1955) 
observe that antihistaminic drugs afford pharmacological 
protection against histamine-liberating reactions, In 
transfusion therapy, the prophylactic administration of 
tripelennamine (Pyribenzamine) reduces significantly the 
incidence of ‘pyrogenic’ reactions and allergic type re- 
actions. Protection can be given in drug dosages that 
are considered safe clinically. 


Anorectal Syndrome after Antibiotic Treatment 


KOS anp Kazmgr (Zentralbl. Chir., 79: 704, 1054, Ref. 
J. A. M. A., 188: 436, 1955) found that increasing num- 
bers of the patients referred to them for rectoscopic exa- 
mination complained of burning pain in the rectum, 
pruritus in the anal region, and repeated slight haemorr- 
hages from the rectum, particularly after defaecation, in 
the absence of fissures or haemorrhoids. On rectoscopic 
examination the mucosa was dull rather than shiny and 
showed discrete areas of hyperaemia, which had a ten- 
dency to erode or bleed, or to form petechiae. Pruritus 
was extremely annoying. Nearly all of these patients 
had received antibiotic treatment. These patients had 
been treated for long periods with penicillin, chlortetra- 
cycline (Aureomycin), streptomycin, or chloramphenicol, 
frequently in combination with sulphonamide prepara- 
tions such as sulphaguanidine. The culture of faeces 
in some cases yielded fungi of the monilia type. The 
anorectal syndrome differs from other secondary effects 
of antibiotic therapy in that it persists much longer 
Whereas most complications of antibiotic therapy sub- 
side as soon as treatment is interrupted, the anorectal 
syndrome may persist for months after treatment has 
been dircontinued. The development of the anorectal 
syndrome may be prevented by giving the vitamin RB 
complex together with the antibiotics; vitamin B, (lacto 
flavin) alone is not sufficient. The vitamin B complex. 
together with vitamins C and K, and the use of yoghurt 
seem to be helpful in the treatment of this syndrome. 
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Retinal and Conjunctival Changes in Pregnancy 


LanpesmMan (Bull, N, Y. Acad. Med., 31: 376, 1955) 
summarises his observation in the following lines : 

Page, in his recent monograph on the toxaemias of 
pregnancy, indicates the importance of the arteriolar 
spasm associated with this disease. Irving and LHast- 
man related some years ago the evidence for the pre- 
sence of this vascular phenomenon associated with the 
toxaemias. McCall in his study of cerebral circulation, 
has demonstrated reduced blood flow and increased intra- 
vascular resistance in eclampsia. At present, it has not 
been possible to observe directly the terminal circulation 
of the placental bed in pregnancy. The total circulating 
blood to the uterus is probably reduced, in acute toxae- 
mia and severe essential hypertension. The only satis- 
factory areas that are at present available in the human 
for the study of the peripheral vascular bed are the 
retina and conjunctiva, It is our belief that the vascu- 
lar pattern we have described is mediated by some che- 
mical factor from the uteroplacental bed which pro- 
duces the vascular spasm in the eye vessels and pro- 
bably in other organs of the body. The conjunctival 
changes in normal pregnancy graduate into abnormal 
toxaemic findings. This suggests that there is no clear 
cut dividing line between true toxaemia and normal preg- 
nancy. The variations of retinal and conjunctival cir- 
culations are additional factors which may be used to 
evaluate the severity of the disease process and to fur- 
ther our understanding of peripheral vascular pheno- 
mena in normal and abnormal pregnancy. 

Conclusions —The vessels of the eye (retina and bulbar 
conjunctiva) undergo various changes in the toxaemias 
of pregnancy. Some of these alterations are important 
in evaluating the severity of the toxaemic process and 
in furthering our understanding of this disease entity. 

In vomiting of pregnancy retinal haemorrhages are 
no longer seen, probably because of improved methods 
in nutrition, 

In acute toxaemia severe spasm indicates an advance- 
ment of the disease process with an increasing danger 
of intrauterine foetal death. 

In the non-pregnant individual or in the first trimes- 
ter, retinal observations are valuable in determining the 
presence and extent of the vascular disease and the 
probability of a successful foetal outcome, 

The presence of retinal haemorrhages and transudates 
is associated with high foetal mortality in both the acute 
and hypertensive toxaemias and indicates early inter- 
ruption of pregnancy. 

Diabetic retinopathy is a serious complication which 
is associated with reduced growth of the foetus and ma- 
ternal renal disease; it may result in permanent loss of 
maternai vision. 

Variations in the peripheral vascular bed of the bulbar 
conjunctiva occur in normal pregnancy, Further progres- 
sion of these changes is evident in the toxaemias. 

Advancing arteriolar spasm of the conjunctiva is sig- 
nificant as a prognostic sign in toxaemia, Increasing 
ischaemia develops in severe toxaemia and reaches a 
maximum in eclampsia, 

The presence of diffuse capillary tortuosity suggests 
underlying essential hypertension. 
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Emotional Iliness Associated with Childbirth 


Kung ‘Am, J. Obst. & Gynec., 69: 748, 1955) from 
an analysis of the study of 52 cases and the literature on 
the subject ol» erves : 

Although studies of institutionalized patients indicate 
an incidence of one psychosis in 400 confinemenis, the 
over-all evidence suggests that about 5 per cent of women 
who become pregnant will have some form of emotional 
illness following the birth of one of their children. Nine 
per cent of women who become psychotic do so in con- 
junction with a reproductive experience. 

Pregnancy and childbirth act as precipitating rather 
than causative factors in the production of these illnesses. 
The same diagnostic categories of emotional illnesses are 
seen post partum as are seen in other situations. The 
typical distribution of diagnostic categories is controver- 
sial, but there appears to be a high incidence of schizo- 
phrenic reactions with a large afiective component. 

About 25 per cent of these patients manifest their 
iliness during pregnancy, the other 75 per cent be- 
coming overtly ill post partum. The onset is gradual in 
about 80 per cent and symptoms may not become appa- 
rent for even 6 to 10 months post partum. 

Important predisposing factors are: (1) negative atti- 
tudes toward pregnancy, (2) frigidity, (3) deep-seated 
hostility toward the husband, (4) a history of menstrual 
maladjustment. 

Conflicts over acceptance of the feminine role, over 
the father relationship, and over the mother relationship 
are commonly encountered in these patients and play 
important roles in the production of illness. 

Symptomatology is protean in its manifestations. Some 
of the more important symptoms are discussed here. 

The course of the illness depends upon the type of 
illness, the nature of the psychopathology, the indivi- 
dual in whom the illness occurs, and the type of treat- 
ment program, 

Treatment must be highly individualized. In gene- 
ral, psychotherapy is the treatment of choice, Insulin 
therapy is often helpful in the schizophrenic reactions, 
white electric shock is often indicated in the severe de- 
pressions. 

A knowledge and understanding of this problem are 
essential to the general physician and to the obstetrician. 
Barly detection of these conditions, and of the potential 
for developing these conditions, will serve the causes of 
prevention, early treatment, and avoidance of suicide and 
infanticide. 


Leukaemia with Primary Gynaecological Manifestations 


GUBEUKDJIAN (J. Obst. & Gynaec. Brit. Emp., 62: 100, 
195) writes that leukaemia is a general disorder of the 
blood and it is possible to have leukaemic infiltration of 
any tissue in the body. Primary manifestations outside 
the usual organs, however, may easily escape notice on 
routine examination 

Thas, althnogh in obstetrics leukaemia has been quite 
often associated with ante-partum haemorrhage, in gynae- 
cology the disease seems to be a rare occurrence as a 
primary manifestation. There are only a few recorded 
cases of leuksemia starting with gynaecologica) symptoms. 
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A rare case of lymphatic leukaemia presenting as 
post-menopausal biceding is reported, and the literature 
oan the prob.em is reviewed, 

A woman of 76 was seen at the gynaecological out- 
paticnt department for the investigation of pain and 
bleeding per vaginam. For the past 10 months she had 
intermittent vaginal bleeding and recently she also had 
pain in the vulva. She had lost no weight and in gene- 
ral felt well. She also incidentally mentioned that for 
the past 6 years she had not.ced some lumps in the groins 
but never paid any attention to them. 

On examination the patient seemed in good health 
and well preserved for her age. The heart, chest and 
abdomen were normal. She had moderately enlarged 
inguinal glands. The uterus and adnexa felt normal 
while the cervix looked unhealthy and easily bled to 
touch. There was also a urethral caruncle of consider- 
able size. Her haemoglobin was 133 g. per 100 mil. 
(90 per cent). 

Examination under anaesthesia revealed a small, 
mobilem, normal uterus and atrophic appendages. The 
cervix was ulcerated and bled easily to touch. Curettage 
was performed and a cervical biopsy taken, the site being 
‘sutured with two haemostatic stitches. 

9 days later, she had a secondary haemorrhage per 
vaginam, necessitating re-examination under anaesthesia. 
The ccruncle site had healed; the biopsy sutures seem- 
ed intact but there was a general ooze from the cervix 
impossible to arrest by ligation. Haemostasis was 
effected by vaginal packing, and a blood transfusion of 
2 pints given as her haemoglobin had dropped from 91 
to 66 per cent. The full blood count was as follows : 
Haemoglobin 66 per cent; red cells 3,000,000 per c.mm. ; 
colour index 1:1; size 6-8 microns; white cells 56,000 per 
c.mm., of which 87-5 per cent were lymphocytes, 11:5 per 
cent polymorphs and 1-0 per cent monocytes; platelets 
160,000 per c.mm., numerous smudge cells; bleeding time 
1% minutes. The diagnosis of lymphatic leukaemia was 
made, and this was further strengthened by the clinical 
findings of a discrete adenopathy and a palpable spleen, 
with a negative Paul Eunnell test. Histology of the ute- 
rine sections revealed lymphocytic infiltration of the 
cervix and endometrium. 


A Review of Burned Hands in Children 


Wittiams (Brit. J, Plast. Surg., 7: 313, 1955, Ref. 
J. A.M. A., 158: 429, 1955) reviewed 100 cases of burns 
involving hands of children under 16 years of age. 
Thirty-four children sustained burns of both hands. 
Direct contact with heating appliances caused the burns 
in 67. Partial thickness loss, or second degree burns, 
were observed in 40 hands of 32 children, and full-thick- 
ness loss or third degree burns were observed in 94 hands 
of 70 children. No first degree burns are included 
Grafting was done in only two of the second degree 
burns. Contractures developed in 15 of the second degree 
burns, all of which were on the volar aspect. Primary 
grafting was done in 47 of the 94 hands with third degree 
burns, Contracture deformities developed in 33 of these 


47 hands (29 on the volar and 4 on dorsal surface). Forty- 
seven hands with third degree burns were treated by non 
surgical methods (tulle gras, chemotherapeutic powders, 
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ete.), and contracture deformities developed in 05 (30 after 
vo.ar and 5 after dorsal aspect burns). The author 
sugyests that if a burned area is not epithelialized within 
uhe first 10 days, grafting should not be deiayed. Primary 
grafting seems to have no imtiuence on the incidence of 
contracture deformities. In view of the possibility of 
variation in rate of growth between graited and normal 
skin and the tact that the majority of burns occur on 
the volar aspect of the hands, where the action of the 
flexors exerts a much greater pull than the extensors the 
normal resting position of the child's hand will fail to 
exert “pull” on the graft and thereby contribute to the 
tendency of gtafted skin to contract. Well-designed 
sp.ints should be worn for at least six weeks, being re- 
moved omy to al.ow cleansing of the hands. The author 
prefers the volar acrylic splint but feels that with proper 
application either the volar or dorsal acrylic splints will 
at.ain the object of minimizing the tendency of the grafted 
skin to contract. Children with full-thickness burns 
should be followed up for at least three years, at intervals 
of s.x months. Ideally, the observations should be main- 
tained until full growth of the child has been attained, 
for until such time there remains a danger of contraction 
of the scarred or grafted skin. 
Poliomyelitis and Tonsillectomy 

‘Lhe following is the summary of a Report of the 
M. KR, C, Committee on inoculation procedures and neuro- 
logical lesions : 

Between mid-1951 and November, 1953, records were 
obtained in se.ected areas of England and Wales of the 
history of tonsillectomy at any time before the onset of 
paralytic poliomyelitis in 51 patients under 5 years of 
age and 203 patients 5-15 years of age. Histories were 
similarly obtained for the same number of matched 
controls, Only 2 of the patients and none of the controls 
under 5 years of age had had their tonsils removed. 

In the 5-15-year-group, 72 (35%) of the patients had 
undergone tonsillectomy compared with 44 (22%) of the 
controls, The difference between patients and controls 
were greatest in the group with buibar paralysis, inter- 
mediate in the group with bulbospinal paralysis, and 
least in the group with spinal paralysis. 

In the bulbar and bulbospinal groups, most patients 
had had their tonsils removed at least | year and often 
5 or more years before the onset of poliomyelitis. 

The results indicated that persons whose tonsils had 
been removed were more likely to develop the bulbar 
form of poliomyelitis than those who had not had the 
operation, even if years had elapsed between the removal 
of the tonsils and the onset of poliomyelitis.— 
Lancet, 2: 5, 1955. 


Ophthalmia Neonatorum 
(Canad, M.A.J., 72: 578, 1955) writes that 
in a study of 8,418 newborn infants, there were three 
cases of gonococcal ophthalmia in 1,703 receiving two 
drops of Sulmefrin solution in each eye at birth, one in 
3,125 receiving one drop of 1 per cent silver nitrate 
solution, and none in 1,570 infants receiving one applica- 
tion of 10 per cent sodium sulphacetamide ointment, 
In 2,020 infants receiving no prophylaxis at birth, there 
were five cases of gonococcal ophthalmia, 
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THERAPY FOR INTELLECTUAL OBESITY} 
OR 
COMMON SENSE IN REDUCING FIGURES 


IRWIN D. J. BROSS, PH.v., 


Statistical Consullant, 
Cornell University Medical College, New York, N.Y. 


As the title might or might not indicate, the reduc- 
tion of figures by common-sense methods refers here to 
the numbers appearing in medical papers. It will not 
be possible to give detailed advice on how to read the 
statistics in medical literature; rather, | want to suggest 
a few key items to look for when reading a statistical 
medical paper. The key points do not require technical 
statistical knowledge, but are rather matters of common 
sense, 

Two Keys to Baldpate—There are two fundamental 
ideas that underlie nearly all of medical statistics. Once 
these two ideas are mastered, the technical details make 
sense. These two notions are: (1) variation, and (2) 
bias. 

Making Heads and Tails—Por a twenty-cent invest- 
ment you can learn a great deal about the nature of 
variation, Take twenty pennies and perform the follow- 
ing simple experiment. Shake the pennies in a box 
and count the number of heads that appear. Repeat 
this, say, 100 times, and keep a record of the number 
of heads appearing in each shake. The number of heads 
will, of course, be variable and, although most of the 
time about ten heads will appear, there will be some 
trials where a large excess or deficiency of heads will 
be found, This is the phenomenon that is called sampl- 
ing variation, that is, variation between the results of 
the trials, or, in statistical terms, the samples, In spite 
of the apparent irregularity of this variation there are 
some regularities. While I cannot predict the individual 
results I can predict what will happen in a large num- 
ber of trials or samples. For example, I predict that 
if you carry out this experiment you will find that about 
three-fourths of the trials will show between eight and 
twelve heads, 

The important point to realise is that a series of 
twenty pennies is in some ways similar to a series of 
twenty patients. Suppose, for example, that a doctor is 
studying a severe disease where only 50 per cent of the 
patients will survive, If we regard ‘“‘heads’’ on the 
penny as a ‘“‘death’’, then there is a close analogy 
between the results on twenty coins and the clinical 
results. Of course the medical situation is a great deal 
more complex and many more factors are operating— 
a point which will be discussed later—but these factors 
will be in addition to the sampling variation. In this 
sense the coin experiment represents an ideal medical 
experiment. 


+ Presented at a meeting of the New York Obstetrical 
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A Razor—Now we know that sampling variation 
occurs with both coins and patients, so it is only com- 
mon sense to set up the following rule—the first logical 
principle of statistics. 

If the results of a study can be explained in terms of 
sampling variation «lone, we should not attribute these 
results to other factors. 

For example, suppose that a doctor has a new treat- 
ment for the hypothetical disease where 50 per cent of 
the patients have previously died. He treats a series of 
twenty patients and finds that in his series only seven 
patients died. Should this doctor rush into print pro- 
claiming the virtues of his new treatment? Should he 
make such statements as “Only 35 per cent of the 
patients died instead of the usual 50 per cent,”’ or the 
even more misleading statement, ‘‘As a result of the 
new therapy, mortality was reduced by 30 per cent’’? 

There is no need to suppose that the new treatment 
is effective in order to explain the results; sampling 
variation is enough to explain them. If you carry out 
the coin experiment you will notice that seven heads is 
not uncommon. In fact you will probably find that in 
about one-fourth of your throws you will get seven or 
fewer heads or, on the other hand, thirteen or more 
heads. 

How much evidence is needed? The standard 
currently used, and one which I believe is quite appro- 
priate in the medical field, is the “5 per cent level”. 
For the case of a series of 20 where there is a 50-50 
chance of heads or tails or a living or dying, this would 
lead to the rule: 

If there are 5 or fewer deaths on the one hand, 
or 15 or more deaths on the other hand, then 
we will look for explanations other than sampl- 
ing variation. 

If we use this type of rule we will be led on a wild 
goose chase at most once twenty times, The practical 
benefits of such a standard are, I believe, especially 
apparent in medicine. In the past, drugs or therapies 
have been proclaimed with more enthusiasm than evi- 
dence. For a while there is a furor and then the nega- 
tive evidence begins to pile up and eventually the 
treatment is forgotten and its place taken by some new 
ninety-day wonder. 

Statistical methods for dealing with sampling varia- 
tions are like the traditional recipé for cooking rabbit 
stew that begins: ‘First, catch your rabbit...” 

Cues and Clues—If a medical paper involves 
diagnoses, it is reasonable to expect that the best 
current practices should be used. Thus if biopsies can 
be made to establish the diagnosis one would have 
doubts about a paper where no biopsies are reported. 
In much the same way statistical methods for dealing 
with sampling variation represent best current practice 
and any “statistical” paper without such methods would 
be somewhat suspect. 

Even if you are no expert on statistics you can usually 
answer the question: “Did the author take sampling 
variation into account?” Look for phrases such as 
“statistically significant’, “probability less than 0-05’, 
“chi-square test’, ‘‘t-test’’, “significance test’, “‘con- 
fidence interval”, etc. Of course sach phrases do not 
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necessarily indicate that the satistical analysis is correct, 
but only that it was made (the same thing would be true 
for biopsies). 

Here are some things to look for which might warn 
you about accepting the author’s conclusions: The 
author calculates percentages in all cases, even for very 
short series, and does not warn the reader by a footnote, 
parentheses, or other such device. The author does not 
say how large the series are for specific calculations 
(sometimes the author describes a large series at the 
start of the paper, but whtn he gets around to his cal- 
culations he uses only a part of the series). The author 
merely presents the numbers and then “explains’’ them. 


It Gets Worse—Consideration of sampling variation 
is only the first step (a point often overlooked in statis- 
tical papers) and in fact it is the easiest step. It will 
clarify things if we go back to the doctor who tried his 
new treatment on a series of patients. He has taken our 
criticism to heart and has done an additional series of 
20 patients and there are only 14 deaths in the combined 
series and this is statistically significant by the 5 per 
cent standard (note that the proportion of deaths has 
not changed but the increase in sample size has made 
this proportion statistically significant). 

“Now,” says the doctor, “have I proved my point?” 

The answer is ‘‘No.” One hurdle has been cleared, 
but there is another and more formidable one ahead. 
The results of his series are not likely to have come 
about from sampling variation, but this does not mean 
automatically that the new treatment is responsible. Let 
us say that the 50 per cent mortality figure represented 
earlier series reported in the literature. It is very 
likely that present series and the past series differed 
not only with respect to treatment, but also with res- 
pect to age and sex composition, diagnostic methods, 
and a long list of other factors. We are interested in 
comparing the new treatment with the earlier treat- 
ment, but these other factors may very well bias our 
comparison. 


Usually biases are subtle, but sometimes they are 


obvious and these make good examples. Suppose that 
we wanted to compare the ability of two obstetricians 
and to do this we compared, say, the proportion of cases 
in which complications occurred in the course of preg- 
nancy. We might find that one obstetrician had a signi- 
ficantly higher proportion of complications in his 
patients. Does that prove that he is not as good a 
doctor ? 

The chances are that it would be the other way 
around. Suppose one of the doctors had a widespread 
reputation as a surgeon. Then cases with bad prognoses 
are likely to be referred to him, so that in his practice 
there would be a higher proportion of complications. 
Any comparison would therefore be badly biased. 


Gross biases are likely to occur if comparisons are 
made between two countries (different reporting me- 
thods), between two hospitals (different admission regu- 
lations), or even between services in the same hospital. 
Often biases can occur within a study if, for example, 
the reading of x-rays is divided between two physicians 
who use different standards. 
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To make matters worse, statistical tinkering is gene- 
rally an unsatisfactory way to deal with bias. Fancy 
“adjustments” designed to avoid a suspected bias may 
very well introduce an unsuspected bias. While it is 
hard to remove bias from data it is relatively easier to 
keep the biases from getting in in the first place. The 
time when a statistician can help most is before a study 
starts, not after the results are in. 

A reader does not have to be an expert in order to 
recognise a well-designed medical study because the prin- 
ciples of good design are common-sense ones. If a 
study is poorly designed a reader will do well to be wary 
of the conclusions no matter how fancy the ‘‘statsstics’’ 
may appear. Of course the reader should realise that 
there are various types of studies and sometimes it is 
impossible to put some of the principles in effect. Thus 
in a forward-going study the allocation of treatments 
is under the control of the experimenter whereas in @ 
backward-going study of records the treatments have al- 
ready been allocated. We can only ask for good design 
within the limitations of the particular type of study. 
These limitations will, nonetheless, affect our confidence 
in the results of the study. 


A Design Check List— 

1. Is the author aware of the possible biases in his 
study? Does the author in his discussion (or in his 
actual design) indicate that he understands that unsup- 
ported diagnoses, haphazard allocation of treatments, 
and various other factors may introduce biases ? 

2. Are the patients in the series selected in an objec- 
tive fashion? Did the author set down in advance the 
standards that would be used in deciding whether or not 
a patient would be counted in the series or do the 
authors seem to “play by ear” in rejecting some patients 
from the series? 

3. Is there a genuine control series? Frequently a 
comparison series is chosen which is a control in name 
only. Bither a control series must be obtained in essen- 
tially the same way as the series under study or it must 
be obtained by some matching process (or both). Arbi- 
trarily chosen comparison series may be worthless as 
controls. 

4. Is the allocation of patients to treatment accom- 
plished in an objective fashion? Very serious biases may 
be introduced if this allocation depends on the per- 
sonal choice of the experimenter or is haphazard. In 
a forward-going study the allocation should be made 
either by a systematic objective method (for example, 
alternating patients, alternating days, etc.), or by a 
random method (such as flipping a coin) at some stage. 

(a) It is not necessary that the allocation be com- 
pletely at random, e.g., it may be desirable to set up 
specific therapies for specific classes of patients (for 
instance, sex, age, stage) in conformity with best medi- 
cal practice. The allocation of acceptable treatments 
would then be made at random. 

(b) A random allocation is not the same thing as a 
haphazard allocation, A random allocation follows a 
carefully prescribed procedure which involves no indivi- 
dual choice, 

5. Do the authors make an effort to have untformity 
in their study for the factors other than those under 
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study? Frequently authors are interested primarily in, 
let us say, the effects of a drug, but this drug may re- 
present only part of the therapeutic measures. If the 
other therapeutic procedures are quite variable, then 
evidently it is going to be very difficult to separaic 
their effects from the drug effects. 

6. Do the authors try to balance or match their 
serles so as to control factors known to be important? 
For example, if stage or grade is known to be an im- 
portant factor in the prognosis, does the author try to 
equalise his series in this respect? In general (though 
there are some exceptions) the most effective compari- 
sons are made between two series of approximately 
equal length. 

7. Is the experiment blind or double blind? In a 
blind experiment the patient does not know the parti- 
cular therapy that is being given to him. For example, 
if a series of analgesic drugs are being tested, all of 
the drugs are compounded to appear identical in ap- 
pearance and taste. In a double blind experiment the 
doctor, as well as the patient, does not know what has 
been given (although, of course, a third party is inform- 
ed and will provide the information if absolutely neces- 
sary). Blind experiments are designed to avoid biases 
arising from psycho!ogical factors, factors which may 
exert a surprisingly large influence on the result, 

Some Case Histories—-A reader who is acquainted with 
the principles of good design just mentioned and who 
appraises the actual design of a study in this light 
will be able to make a fair judgment of the reliability 
of an author’s conclusions. Since no amount of statis- 
tical mumbo jumbo can undo the damage caused by 
poor design, an appreciation of design principles is really 
more important than an understanding of statistical 
technicalities. 

Of course, it does not follow that poor design, ipso 
facto, leads to the wrong conclusions, Nevertheless, it 
is a good warning signal. Here are some examples of 
what can go wrong, 

In the Evrst South Central states there were 20,045 
cases of ma'aria in 1946, according to the National Office 
of Vital Statistics. In 1047 there were 1,487 cases in 
this region (according to the same source), Was there 
a real eradication of malaria in this area? No, what 
happened was that the definition of malaria had been 
changed and by 1947 positive laboratory evidence was 
required before a case was counted, whereas previously 
diagnosis by symptoms was sufficient. Similar (but less 
spectacular) differences in basic definitions and proce- 
dures can produce serious bias in comparisons of two 
series and this is why a genuine control series is essen- 
tial, 

In a study of exchange transfusions for erythroblas- 
tosis foetalis it was found that mortality was very low 
for blood’ from female donors and very high for blood 
from male donors, Since this fact was not discovered 
until after the study was completed, it might seem very 
unlikely that the. allocation of patients to treatment 
(i.e., bleed from donor of a given sex) could have been 
biased. However, later investigation indicated that at 
the time the study was instituted it was generally be- 
lieved that bleod with higher haematocrits was superior 
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and since male blood tended to have higher haemato- 
crits this almost inevitably resulted in the selection of 
male blood for the more severe cases and, as a last step 
in this chain, a much higher mortality for male blood. 
Later studies have indicated that the sex of the donor 
has little or no influence on the results. As long as 
allocation to treatment depends on individual judgment, 
subtle biases of this kind are likely to lead to erroneous 
conclusions. 

Psychological biases may have startling effects. A 
new treatment gave excelent results for a while and 
then suddenly became no better than the other treat- 
ments. It was noticed that the turning point happened 
to coincide with a change in receptionists. It turned 
out that the first receptionist, who knew which patients 
received the new treatment, always congratulated these 
people on their appearance of well-being. This psycho- 
logical! shot in the arm showed up in the earlier results. 

Where Do We Go From Here? Attention to the 
points listed in connection with sampling variation and 
bias will protect you from many of the pitfalls in the 
medical literature. If you want to understand the more 
technical details of a paper or if you are planning to use 
statistical methods in a paper of your own, you will, of 
course, want positive knowledge rather than negative 
protection. Books by Mainland and Bradford Hill con- 
tain excellent discussions of the rules for statistical 
evidence in medicine with formulas and computational 
examples. My book gives a general discussion of the 
ideas of statistice without going into computational and 
methodological details.—American Journal of Obstetrics 
and Gynaecology, 69: 372, 1955. 
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NOTES AND NEWS 


Atoms-for-Peace Exhibition in Calcutta 


The ‘“‘Atoms-For-Peace” Exhibition, opened at Uni- 
versity Institute, Calcutta, on September 10, 19&5 is the 
first large scale visual presentation of the peacetime uses 
of atomic energy to come to India. 

Non-technical in presentation and depicting various 
phases of peaceful atomic energy development, the exhi- 
bition contains miniature working atomic models and 65 
pictorial panels. Highlights of the show include an 
operating geiger counter, a working model of an atomic 
reactor and miniature moving models of two atomic power 
stations. 

This exhibition is of special interest to India as 
atomic energy is no longer being planned but it is al- 
ready a project in India. Indian experts are applying 
atomic materials to the needs of Indian agriculture, me- 
dicine, industry and mineral prospecting. 
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ANOTHER PFIZER FIRST 
> with a single preseription 

with little added cost to the patient 

sat specific combined therapy against infections 


to combat pathogenic organisms ——-» Tetracyn 
to fortify body defenses ———» Specific Nutritional Fortification 


BRAND OF TETRACYCLINE WITH VITAMING 


CAPSULES 250 mg. 
ORAL SUSPENSION (fruit flavored) 
(125 mg. per teaspoonful) 


FORMULA: 


The usual daily dosage (4 capsules or 8 teaspoonfuls) provides 
250 mg. of Tetracyn ~ plus 1 Gm. of the antibiotic as well as specific vitamins in a 


minimum daily therapeutic dosage recommended during infection. 


Ascorbic acid, U.S.P. ..........-. 75 mg. 
Thiamine (Mononitrate or Hydro- 
chloride) ........ mg. 
28 me to resistance to infection 
x . mg. ere 
tamin Bi2 ..........- mcg. rod 
A Folic acid habewdboeresstepece 0.375 mg. o augment P uction of antibodies 
Menadione (Vitamin K analog) 0.5 mg. hasten defervescence 


avert complications 
Pfizer) ... to shorten convalescence 
PPIZER EASTERN CORPORATION, Now Yous 


Exclusive Distributors in India: 
RAVISON PHARMACEUTICALS LTD. 
P. O. Box No. 1636, Bombay-|, ‘Grams: ‘RAVIPHARM’ Trademark of Chas Pfiser & Ine 
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Progress of Child Health Institute 


The building of the Institute of Child Health in 
Dilkhusa Street, Calcutta, is progressing according to 
schedu‘e and two stories have been completed. The 
Institute, when completed, will have about 90,000 sq. ft. 
total space. About 15,000 sq, ft. has already been built, 
and another 10,000 remains to complete the first stage of 
construction. The second stage consists of about 40,000 
sq. ft. and the third 15,000. All the stages are expected 
to be completed by 1957, 

The building now completed will house a 50-bed 
indoor department; and outpatients’ department large 
enough to attend to about 125 children daily; a clinic to 
handle 100 children weekly; a centre for a school-health 
service for 500 children annually; laboratories and library 
and lecture rooms. The Institute will also arrange for 
domiciliary health visits covering an area of one sq. 
mile in the neighbourhood and will provide research 
facilities for medical men. 

The main objectives of the Institute would be promo- 
tion of health and prevention of diseases of children : 
care of the sick child; education of parents in child 
care; training of technical personnel; and research on 
problems of child health. The outdoor department would 
function as a consultation and diagnosti¢ centre. Gene- 
ral practitioners would be encouraged to send their cases 
for thorough investigation and directions regarding 
treatment so that they could efficiently deal with the sick 
child at home. The training to be given to technical 
personnel would be of the highest international standard. 

The Institute had applied to the University of Cal- 
cutta for recognition as a post-graduate centre prepar- 
ing students for the Diploma in Child Health from the 
next session starting in June 1956. 


Private Medical Colleges 


Private organisations and individuals who want to 
open medical colleges have been asked in a press note 
by the Union Health Ministry that they should consult 
the Government of India in the matter and find ont 
details of hospital research and laboratory facilities, 
equipment, accommodation etc., required and of the 
essential qualifications which the teaching staff should 
possess, so that the medical colleges started by them 
will at least possess minimum standards. Finally, they 
shou'd ensure the availability of sufficient funds before 
entering on such projects. 


The students seek’ng admission to private medical 
institutions are also advised in the press note that in 
their own interest before they think of entering such 
medical colleges, they should find out whether a college 
newly started has been approved by a university and 
whether the Medical Council of India will recognise the 
degrees of students passing out of such colleges. 


Health Education Plan of U.P. Government 


A pilot project in health education, aiming at bring- 
ing about a change in the attitude of the people so far 
as their health is concerned, has been launched in 
Lucknow, Meerut, Almora, Basti and Jhansi districts. 
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Perhaps the first of its kind in India, the project has 
been designed by the State Government to encourage 
people to participate actively in the various public 
health programmes. A trained health educator has been 
posted to each of the five districts and a mobile health 
education unit, equipped with cinema projectors, films on 
heal.h subjects and literature has been placed under 
him. 


Physiotherapy Centre in Delhi 


The Government of India had accepted the sugges- 
tions of the two Russian medical experts, who visited 
India in January, 1955, for the starting of a physio- 
therapy and pacdiatric centre and for developing 
paediatric teaching and services on a much broader basis, 
as in Soviet Russia. It is expected to come into being 
next year. 

The Russian experts had suggested that work in both 
paediatrics and physiotherapy be developed on 
the lines in Russia. These should include teaching and 
reseerch in beth physiolog’cal and pathological aspects 
of child health, rendering of advice and guidance to the 
organisation of creches, kinder- 
gartens, schools and other children’s establishments and 
investigation of outbreaks of children’s diseases in parti- 
cular areas or communities. 

Suggestions were also made about structural changes 
in the buildings for the proposed All-India Institute of 
Medical Sciences and the Physiotherapy and Paediatric 
Centre. 


should 


paediatric service at 


Manufacture of Drugs in India 


With a sum of money considerably less than the 18 
to 20 crores of rupees which India annually spends on 
importing chemical and other drugs it would be possible 
to put up the necessary factories and research labora- 
tories to make the country self-sufficient in respect of 
this vital requirement, according to Major-General Sahib 
Singh Sokhey, President of the Pharmaceutical and 
Drugs Research Committee of the Government of India. 

Major-General Sokhey made this claim on the basis 
of authentic data gathered ‘by him during a three-month 
study tour of the Soviet Union and Czechoslovakia to 
explore the possibilities of making within India itself 
all the essential drugs recommended by the Government 
of India Pharmaceutical Inquiry Committee (1954) and 
the various reports of the Drugs Research Committee. 

He said that the admirable terms on which the 
Soviet Union had undertaken to construct the million-ton 
steel plant in India, prompted him to explore informally 
the chances of getting similar aid for making drugs in 
India. 

Accompanied by two chemist colleagues, Major- 
General Sokhey studied the manufacture of drugs from 
medicinal p'ants, synthetic drugs and allied products, 
vitamins, all antibiotics and all the heavy chemicals and 
intermediates necded to make the drugs 

The Soviet authorities were most helpful to them in 
providing all the necessary information and costs in- 
volved, and enabled the Indian team to visit the appro- 
priate factories and research laboratories 
them. 


attached to 
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The team has brought back very valuable information 
which will be submitted to the Government of India. 
Major-General Sokhey hoped that it would enable the 
Government te approach the Soviet Union for a deal 
on the same lines as in the case of the steel plant. 


B. C. G. to Prevent Leprosy 


B.C. G. vaccination has been found after long and 
persistent research by the Calcutta School of Tropical 
Medicine to have the possibility of being developed as 
a prophylactic of leprosy. 

The school has proposed to undertake a properly 


planned fie'd study to ascertain and estimate the 
possible protective properties of B.C.G. against 
leprosy. 


According to Dr. Dharmendra, head of the Leprosy 
Research Lepartment of the school, “it has been con- 
firmed that B.C.G. induced lepromin positively per- 
sisted longer than the similarly induced tuberculin. 
The next and the real question to be answered is 
whether the increased sensitivity to lepromin produced 
by B.C. G. confers any protection against leprosy’’. 

It was proposed that comparable groups of vaccinated 
and non-vaccinated contacts of leprosy patients would 
be kept under observation for five to ten years in order 
to find out the relative incidence of leprosy amongst the 
two groups, 


Hunterian Professorship for Indian Doctors 


Besides Dr. 8. S. Anand, Professor of Surgery, 
Medical College, Amritsar, who was reported in these 
columns to have been selected as a Hunterian Professor 
of the Royal College of Surgeons of England, Dr. B. 
Mukhopadhaya, Lecturer in Orthopaedic Surgery, P. W. 
Medical College, Patna, has also been selected a 
Hunterian Professor for the year 1955-56. Dr. Anand’s 
lecture will be on hypertrophic ileocaecal tuberculosis 
in Indian patients. Dr. Mukhopadhaya’s lecture is on 
the role of excisional surgery in the treatment of bene 
and joint tuberculosis and scheduled to be delivered on 
the 13th October, 1955. 


Hospital at Visakhapatnam 


Dr. Rajendra Prasad, President of India, declared 
open the new medical block, named after him at the 
King George Hospital, Vishakapatnam on August 20, 
1955, 

Dr. Prasad exhorted the members of the medical 
profession to distinguish themselves by striving every 
nerve in making every man healthy. He urged them to 
devote greater attention to the preventive side rather 
than to the curative aspect. 

“I am happy to know”, Dr. Prasad said, ‘that in 
this part of the country the Andhra Medical College 
and the King George Hospital are doing all that is 
possible to extend the scope of their services so as to 
benefit the largest number of people of this region. 
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You have referred in your address to the need for 
reclaiming the malarial tracts in Andhra. As far as I 
know, the question of reclammation of these tracts has 
come up for consideration several times in recent years. 
This area, as you know, is rich in natural resources and 
is not so remote as to be inaccessible. The Union 
Government have been anxious to bring the virgin soil 
of this area under the plough and render it fit, in every 
respect, for human habitation. You can be sure that 
every possible effort will be made to expedite the work 
of reclamation which has been in view and on which 
work has already started. 

For a profession like yours, which is wedded to the 
service of humanity and which aims at the elimination 
of suffering and sickness from society, a sense of 
responsibility is indeed a pre-requisite to success. A 
mdical man, whatever his status in the profession, is 
a true missionary from the beginning to the end of his 
career. A sense of responsibility is, in fact, an integral 
part of his professional efficiency. It is your proud 
privi'ege to be of service to the ailing and the sick who 
look to you as messengers of hope. You owe it, there- 
fore, not only to yourselves but also to these men, to 
attend to them to the best of your ability. I am glad to 
note that you are not only alive to your responsibilities 
but you have put them before everything else. I hope 
your efforts to expand the hospital so as to make it 
more and more useful to the people, will be crowned 
with success.” 


The Nutrition Society of U.K. 


The following is the programme of the symposium 
to be held at The National Institute for Medical Re- 
search, The Ridgeway, London, N.W. 7, on Saturday, 
October 15, 1955 on Energy Expenditure in Man. 

Chairman: Professor R. C. Garry (Glasgow). 

Professor C. G. Douglas, C.M.G., M.C., F.R.S. (OXFORD) : 
The development of experimental methods for determin- 
ing the energy expenditure of man. M. H. S. Wolff 


(London); Modern techniques for measuring energy 
expenditure. Dr, O. C, Edholm (London): The value 
of energy expenditure measurements in nutritional 


Passmore (Edinburgh): Daily energy 
expenditure by man. Dr. J, V. G. A. Durnin (Glas- 
gow): Energy expenditure and age. Mr. H. R. Noltie 
(Leeds): Energy expenditure in athletic activities. 


studes. Dr. R. 
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The Editor is not responsible for the views 
expressed by correspondents 


“Papillary Cystadenoma Lymphomatosum” 


Srr,—I have read with much interest the case note 
“Papillary Cystadenoma Lymphomatosum (Warthin’s 
tumour)" by Dr. A. C. Guha and others (J. Indian M. A., 
25: 23, 1955). They say “This neoplasm at the angle 
of the jaw is a very rare one. On searching the literature 
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it is found that only a few cases have so far been re- 

corded and none in Indian Journals.” 

The authors seem to have missed many references 
among which the following recent ones from Indian 
Journals may be mentioned : 

1. Adenolymphoma of salivary glands—by Dr. B. P. 
Tribedi and Dr. A. R. Roy—Jndian M. Gaz., 83: 
367, 1948. 

.2. Salivary glands tumours—Review of 121 cases— 
by Dr. M. V. Sirsat, Indian J. Surg., 15: 65, 


1953. 
I am etc. 
Calcutta. D, 


Six,—I was acquainted with Dr. M. V. Sirsat’s review 
of 121 salivary tumours in the Year Book of Surgery 
1954-55. In his series he has mentioned only 3 cases, 
while our article was awaiting publication. 

The rarity of these tumours is not disproved as men- 
tioned also in the two references quoted. In the first 
Dr. Tribedi etc. have reported only a collection of 3 cases 
—period of collection is not mentioned. A few lines 
from their publication—‘‘considering the rarity and the 
int.resting nature of pathology of these tumours..... 
and Dr. Sirsat’s figure 3 out of 121 cases speak for them- 
selves. 

In conclusion I on behalf of myself and my colleagues 
regret very much for the omission of these invaluable 
and previous publications on the subject. I am etc., 


Calcutta, A. C. Guia. 


B. C. G. Vaccination 


Str,—May I invite your attention to a booklet on 
“B.C.G. vaccination” written (‘Indian xpress” 
Press, Mount Road, Madras) by Shri C. Rajagopalachari, 
ex-Chief Minister of Madras State in which the following 
sentence is found on page 6: 

‘ The Indian medical men that have been recruited by 
the Health Ministry to conduct and speak for this 
ecmpaign, the biggest among them, are not as eminent 
as any of the medical men on the basis of whose 
observations and opinions, I have come to the conclusion 
that this mass campaign of inoculation with live tubercle 
bacilli is wrong and must be given up.’’ 

This deliberate insult cannot be allowed to pass with- 
out protest. I am etc. 


A Memeer or tue I.M.A. 


Madras. 


The Future of Pharmaceutical Industry 


Six,—I read with interest the letter of Sri G. B. 
Ramsarma, Pombay and your note under the same re- 
garding ‘the future of Pharmaceutical Industry in India’ 
published in your Journal dated August 16, 1955. I quite 
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agree with the feelings expressed by Sri G. B. Rama- 
sarma on all the points dealt by him. There canyot be 
two opinion on the havoc done by the ‘mushroom firms’ 
in the Pharmaceutical Industry and the urgent necessity 
for a quick weeding. 

It is my sincere feeling that the control laboratory 
suggested by your goodselves should be organised, 
managed and conducted by the Indian Medical Associa- 
tion only and not by your proposed All India (Manufac- 
turers) Council of Pharmacy and Chemistry though, the 
latter body is necessary to serve the common interests 
of the Industry. The reason being, the manufacturers 
themselves who may constiiute the above council cannot 
classify themselves as ethical or non-ethical manufacturers 
nor can they certify their own manufactured goods and 
issue a ‘seal of approval’. 

But, on the other hand, I feel, the Indian Medical 
Association is the proper body to do the above classifi- 
cation and issue a ‘‘seal of approval” on the products 
manufactured by the Industry just as, the American 
Medical Association does in America. That only can be 
in line with the American Medical Association's seal of 
acceptance. I am etc, 


Madras. 


Design of Archway for Medical Conference 


Sir,—In the Journal of the Indian Medical Associa- 
tion of 16-8-55, I have seen a sketch of the gate of the 
XXXII All-India Medical Conference, 1955. In each of 
the main pillars, the engravings of two thermometers 
have been shown, 

I would suggest that one pillar should have the en- 
graving of thermometers and the other should have an 
engraving of a microscope, as in these days of medical 
progress, no medical man is complete without a micros- 
cope. 

Hope the authorities of the Conference would appre- 
ciate my suggestion and make arrangements for an im- 
plementation of the same. I am ete, 


Katt Das Matick, 
Member, Begusarai Branch 
I.M.A. 


Begusarai, 
Monghyr. 
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Man's Mastery of Malaria—By P. Russel, 
First Edition, 1955, 23x135 cm. Pp. 308. Geoffrey 
Cubterlege, Oxford University Press, London, Price 
25 s. 


There is perhaps no disease which has drawn so much 
attention as malaria, rightly so because it has been pre- 
valent all over the world, sometimes in epidemic form, 


since ancient times. Luckily its evils were mitigated to 


some extent by the use of cinchona long before its 
aetiology came to be known. We are all aware how 


| 
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Laveran dis¢overed the malaria parasite and how Ross 
showed its transmission through mosquitoes, but behind 
these discoveries there is a history of long struggle, 
which is highly instructive. In this book which com- 
prises the Heath-Clark lectures delivered in 1953 at the 
London School of Hygiene and Tropical Medicine, Dr 
Paul FP, Russell of the Rockefeller Foundation tells us 
of the concepts about malaria held in different ages, 
beginning from the earliest recorded times and how we 
arrived at the present position. The story, as it un- 
fo.ds, is a fascinating record, a retrospect of how malaria 
was once regarded as a sort of mysterious disease, and 
how man has at last mastered it. Reading the book, 
one is struck at some of the speculations of our fore- 
fathers which very nearly approached the truth, Thus 
we learn that there were people who suspected, long 
before Laveran’s discovery, ‘‘creatures of microscopic 
dimensions” as the cause of intermittent fevers. The 
author gives an extract from Susruta’s writings which 
contain a recognisable description of malaria and the 
suggestion that mosquitoes might carry diseases, pos- 
sibly including that which causes chills and fever, 
There are also records showing the use of bed-nets in 
the early part of the 19h century as a “protection 
against miasmata’’, ‘The story is carried down to the 
modern period with its discovery of synthetic anti-mala- 
rial drugs and insecticides, and an account of the inter- 
national organisations that have made outstanding con- 
tributions in the control of malaria. This is a stimulat- 
ing book which deserves a study by every physician, 
irrespective of his speciality or interest. 


Handbook of Pediatrics —By Henry K. Silver, C. Henry 
Kempe, and Henry B, 17'5 cm,.«x10 cm. Pp. 
548, Published 1955 by Lange Medical Publications, 
Los Altos, California, U.S.A. Available from Kothari 
Book Depot, King Edward Road, Parel, Bombay 12. 
Price $3.00, 

This handbook of £48 pages contains the material 
necessary for diagnosis and management of paediatric 
disorders in a concise form and as readily available 
digests, presented in a way to help the practising physi- 
cian as well as the medical student. While not intended 
to take the place of standard textbooks on the subject, 
it is really surprising that so much of useful reading 
matter has been compressed into this one inch thick 
coat-pocket handbook, In spite of their small size, the 
types are clear and do not cause much eye-strain. As 
a handy guide for the busy practitioner or the houseman 
in the paediatric wards this book will be found very use- 
ful, 


AIDS to Surgical Anatomy D. B. Moffat, Mn, 
ENG.) and J. S. Baxter, MD., M.SC., F.R.CS.1. 


4th Edition, 1955. Bailliere, Tindall & Cox, 7 & 8, 
Henrietta Street, London, W.C. 2. Price 8s. 6d. net. 
The books of the ‘ Students’ Aids” series are interest- 
ing for more reasons than one. A whole subject or a 
large mass of material has to be sorted and sifted in a 
very clever way to be put into the compass of a small 
book which can really be treated a “pocket” book. 
This volume fulfils these requirements. [For the 
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fourth edition the text has been recast to a great extent 
and the subject of surgical anatomy has been covered 
within the chapters of : The Head and Neck, The Spine 
(a new chapter), The Upper Extremity, The Thorax, 
The Abdomen, The Lower Extremity and The Autonomic 
Nervous System. The book is likely to be well accepted 
by students facing their examinations, mainly for whose 
benefit these books of “aids” series are produced. An 
additional help to the students will be the account of 
common surgical anomalies of the region put at the end 
of each chapter, The paper, printing and binding are 
good, 


of education in Britain and the United States— 
By D. C. Sinclair, M.A., M.p., Oxford University Press, 
London, 1955. Price (U.K. only) 25 sh. nett. 


The subject of medical education, in all its aspects, 
is not uniform in all countries and far from the ideal in 
many respects. As a matter of fact, complete uniformity 
of opinion does not seem to have been achieved even in 
regard to what should be our ideal concerning this in- 
teresting problem. 


The author has made a fairly extensive study of the 
subject not only in his own country, the United King- 
dom, but has also been able to study the problems of 
education in the medical sciences in the U.S.A. through 
the facilities offered by the Rockefeller Foundation, The 
subject has been covered in four chapters—The Student, 
The Teaching, The Material Taught and Educational 
Experiments, The presentation of the material and 
different data is clearly made, fairly easily understood 
and thought provoking. 


This book should be read by teachers, administrators 
and all others concerned with medical students and the 
medical sciences, Although the problems and other cir- 
cumstances in India are not identical with those obtain- 
ing in U.K. or the U.S.A., vet this book will be well 
worth the perusal by the teachers and others interested 
in the rapidly improving and enlarging scope of medi- 
cal education in India. 


Transactions of the Association of Life Insurance Medical 
Directors of America,—Sixtythird annual meeting, 
October, 1954. Published in 1955 by the Association of 
Life Insurance Medical Directors of America, P.O. 
Box. £94, Newark 1, N.J., U.S.A. 


This volume presents the transactions of the sixty- 
third annual meeting of the Association held at Toronto, 
Caneda, Some of the transactions are very interesting, 
with good exposition of the respective subjects, special- 
ly from the point of view of life insurance. The discus- 
sions on the following, to mention a few, make very 
good reading indeed: The Present Medical Situation, 
Radioactive 'sotopes and Insurability, Recent Advances in 
the Study of Stress, A Symposium on Coronary Artery 
Disease. and Cancer Mortality. A very useful book of 
well-recorded transactions, it deserves to be read and 
kept as a resdy reference by medical men doing life 
insurance work. 
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MEDICINE 
Textbook for 


and Practitioners 
Sir SYDNEY SMITH. C.B.E., M.D., F.R.C.P., LL.D., F.R.S. (Ed.), 
and F.S. FIDDES, 0.8.E., M.D. 
New (Tenth) Edition. 173 \ilustrations. 0s 
HUMAN PHYSIOLOGY 
By F. R. WINTON, D.Sc. M.D., and L. &. BAYLISS, Ph.D. 
ew (Fourth) Edition. With | coloured plate and 236 
text-figures. Ws. 
HIGH BLOOD PRESSURE 
. G. W. PICKERING, M.A.. M.B., M.D. (Ghent), F.R.C.P. 
iMustrations (5 in colour). 65s. 
ULCERS 
Their Causes and Treatment 
S. T. ANNING, T.D., M.A., M.D., M.R.C.P. 
42 Ulustrations. 18s. 


THE NORMAL CHILD 
Some Problems of the First Three Years and Their 


Treatment 
By R. S. ILLINGWORTH, M.D., F.R.C.P. 64 Illustrations. 30s. 
THE HAMOLYTIC ANAMIAS 
i 


ital and A red 
By J. V. DACIE, M.D., M.R.C.P. 98 Illustrations. 50s. 


RECENT ADVANCES IN RADIOLOGY 
New (Third) Edition. By THOMAS LODGE, M.B., F.F.R., O.M.R. 
182 lilustrations. 45s. 


RECENT ADVANCES IN NEUROLOGY AND 

ay Edition. RUSSELL BRAIN, M.A., D.M., P.R.C.P, 
TRAUSS, D.M., F.R.C.P. 46 Illustrations. 30s. 


AND THE CENTRAL NERVOUS 
sy 
By H, MciILWAIN, Ph.D., B.Sc. 
43 Illustrations. 


BEDSIDE MEDICINE 
By G. E. BEAUMONT, ™.A., D.M., F.R.C.P., D.P.H. 
74 Illustrations. About 45s. 


A SHORT TEXTBOOK OF MIDWIFERY 
By G. F. GIBBERD, M.B., M.S., F.R.C.S., F.R.C.O.G, 
New (Sixth) Edition, 199 Illustrations. Ws. 


PROGRESS IN CLINICAL SURGERY 
By various authors under the Editorship of RODNEY SMITH, 
S., F.R.C.S. 112 ilustrations, 36s 


LEUKAMIA RESEARCH : Human and Animal 
A Ciba Foundation Symposium 
56 Illustrations. 30s. 


THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 
By R. H. MICKS, M.D., F.R.C.P.1. Sixth Edition. 24s, 


THE RADIOLOGY OF BONES AND JOINTS 
An Introduction to the Study of Tumours and other 
Diseases of Bone 

By JAMES F. BRAILSFORD, M.D., F.R.C.P., F.1.C.5S. 

Fifth (Enlarged) Edition Over 725 illustrations. 90s. 


DISORDERS OF we 

Diagnosis, Pathology, Treatment echnique 
By Sir LIONEL WHITBY, C.V.0., M.C., M.D., F.R.C.P., D.P.H., 
and C. J. C. BRITTON, M.D., 0.P.H 
Seventh Edition. 20 Piates (2 Coloured) and 106 wetere” 


408, 


* Prices quoted are published prices in Great Britain. 
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THEOPHYLLINE INJECTION 


DERIPHYLLIN-N 


Vasodilator and Diuretic 


for intravenous and intramuscular injections 


Completely neutral reaction with good tolerance and experimentally 
as well as clinically proved optimal theophylline action. 


Ampoules of 2 cc corresp. to 0.2 g theophylline 
Boxes of 5 x 2ccand 50 x 2cc 
also available DERIPHYLLIN-STROPHANTHIN-N 3 and 50 « 5 cc. 


DERIPHYLLIN-N tablets, box of 20. 


CHEMIEWERK HOMBURG A. G. - Germany. 


For literature and prices please write to : 


GERMAN REMEDIES & TRADING CO., LTD. 


P. O. Box No. 1945, 


Bombay-1. 
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Subscmption may commence | &. 
REIGN 15/-Sh. 
from any period -Back copies} ‘coor 
may not be available. 


Volume begins in January— SUBSCRIPTION : 
Re. if in ADVANCE. 
The Manager. The Annseptic, Post Box No: 166, MADRAS-1. 


Vol. 25, No. 9 
Eneures healthy growth and WY Thien mg 

maintenance of body structure. by Micotinic Acid Amide .. 25 

SANIMALT (el In all cases of nutritional deficiency, general debility, 
= 

LY JOURNAL OF MEDICINE AND 
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ELIXIR VITAMIN B COMPLEX 


Contains: 
FOLIC ACID, VIT. Buz, CHOLINE CHLORIDE BETAINE 
HYDROCHLORIDE, INOSITOL, ACETYL 
METHIONINE, GLYCEROPHOSPHATES ETC. 


A Product 


BIRLA LABORATORIES 


2, BEERPARA LANE 
CALCUTTA-30 


Stands for 
QUALITY & SERVICE 


We have Specialised in the 
Manufacture of : Outstanding Products 


M. S. LABORATORY LTD. \ B-TONEX 


“Works LUCKNOW (AMAUSI) 


| 
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P. A. S. 


has been proved to be of immense therapeutic value in the treatment of 
Tuberculosis as a compulsory adjuvant to Streptomycin. 


PAMICYL 


is our brand of P. A. S. available as Sodium and Calcium Salts 
and also as 


PAMIZID 


with Isonicotinic acid Hydrazide and Vitamins C, D and B,. 


DETAILS FROM 


G. D. A. CHEMICALS LIMITED, 


The first and the only Manufacturers of Para Amino Salicylic Acid 
(P. A. S.) in India. 


36, PANDITIA ROAD, $8 CALCUTTA—29. 


Grams: ‘SULFACYL.’ Phone: Pk. 3820, 


Supplies Essential 
Amino Acids, 
Vitamins and Enzymes 


for 
NUTRITION 


SOUND 


ridoxine (B,) = other necessary adjuvants. 
: 


| 


Protein deficiency due to malnutrition, Typhoid and other oss 
infectious diseases. Gastro-enteritis, Peptic Ulcers, Liver as: 
Cirrhosis, Dyspepsia, Chronic —- latulence, Pre and @ 
Postoperative managements. Nutri Cdema, Anzmias, 
Tuberculosis etc., etc. 


Sole Distributors : 
Stadmed Distributors Ltd., Calcutta 4 


STADMED LIMITED, 


Vol. 25, No. 9 

i 

} 

Meg Each fluid ownce contains 
oe Amino Acids 6000 Nicotinic acid amide (P.P.) 20 mg. t— 
(20 p.c. wi Ascorbic Acid (Vit. C) 20 mg. 

Folic Acid Proteolytic Enzyme 10 grs. 

Vitamin (B,) 4001.U. Amylolytic Enzyme 5 gre. 
Ri oe 
“IMINOZYKE 

= 
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in infections of the 
gastro-intestinal tract 
and the uro-genital system 


sulfamycetine 


PHTHALYLSULFATHIAZOLE SULFAPYRIMID) NE-L-CHLORAMPHENICOL 


Sole Distributors for India 


RANBAXY & CO., LTD., 
P.O. Box 104, NEW DELHI 
Branches: BOMBAY CALCUTTA DELHI KANPUR MADRAS. 


& | 
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ONE WEEK’S THERAPY 


for the peptic ULCER. patient 


‘ALUDROX’ 


2 tablets 


‘ALUDROX’ 


SUPPER 
followed in | hour by 
2 tablets 


‘ALUDROX’ 


BEDTIME ——— SSS 


4 cveaspoonfuls 
e may be Increased wherever necessary. After one week's combined 
*Aludrox'/‘Sebella’ therapy. | “Sebella’ Tablet c. |. d. will usually suffice, 


SEBELLA’™ 


AMPHOTERIC GEL TABLETS 
Available in bottles of 12 fi. oz. Available in boctles 
*Aludrox’ Tablets in bottles of 60. of tablets 


MARE 
JOHN WYETH & BROTHER LIMITED, LONDON 


Branch: Magnet House, Dougal! Road, Bombay 
GEOFFREY MANNERS & CO. LTO., Bombay Caleucta Madras New 


Vol. 25, No. 9 
> 
4 pec Uy, YYW 
erty 
ASF followed in hr. to hr. by 
‘SEBELLA’ 
SY followed in | hour by 
ae ‘SEBELLA’ 
i 2 tablets 


The of 

bacterial resistance 

towards antibiotics 
constitutes an 

important 

problem in modern 

‘antl -Infective therapy. 

resistance: 


is very 

rare with Zi 
chloramphenicol, 
Thus it is clearly 
preferable to any 
other antibiotic. 


KEMICETINE 


ERBA 
PACKINGS 


Synthetic Levorotatory 


Chloramphenicol Sterile Solution, 
Suppositories etc, 


Sole Distributors in India: 
MAC LABORATORIES LTD. 
P. B. 1831, 
60, Sir P. M. ROAD, BOMBAY.!. 


Branches at: 
B. 1716, MADRAS—I. 43, Dharamtala Street, CALCUTTA-.1}. 
69, Daryaganj, DELHI 
Patni Building, Jubilee Gardens, RAJKOT (Saurashtra) 


Primted by Sri Taman: Kanta Basu at Sai Gouranca Press Lrv., 5, Chintamani Das Lane, Calcutta and published by him on 
behalf of the Inpun Mepvica, Association from 23, Samavaya Mansions, Corporation Place, Calcutta-15 


Editor—Dnr. P. K. Guna, M.8., (ENG.), (LOND.) 
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ELIXIR 
vitamin 
B-complex 


Lach dose of 2 teaspoonfuls (8mi.) CALCHEMICO’ 
supplies 
Thiamine Mononitrate 5 meg. 
Riboflavin Soluble 
Pyridoxine Hydrochloride 
Sod. Pantothenate 
Nicotinamide 
Biotin 
Methionine 
Choline 
Di-hydrogen Citrate 
Sod. Glycerophosphate 
Pot. Glycerophosphate 
Cal. Glycerophosphate 


THE CALCUTTA CHEMICAL CO., LTD., CALCUTTA-29 


VITAMINS 


o-take * ablet 


WATER-SOLU 
in one easy-t 


Cebetina moter 
(C & B Complex Vitamins, Therapeutic Formula ) 


Each tablet contains : 
Cebetina combines 5 major crys- ne aad (Cc) . 150 
talline components of B-Complex samine Mononitrate (B ) 
with Ascorbic Acid in a high po- (B,) 
tency as an harmoniously balan- Calcium Pantothenate 
ced therapeutic agent for use dur- Nicotinamide (Bs) 


ingand afterdiseaseandoperation. Supplied in phials of 12,25 & 100. 


THE CALCUTTA CHEMICAL CO., LTD., CALCUTTA-29 


Gly, WY fi, 
ty 
‘ Pus 
fy 
Wy, 
YY 
Of; 
Mang. Glycerophosphate 15 mg. 
Musk (natural) 5 mg. 
Malt Extract (non-diastatic) 
Alcohol 8% viv. 
thy 
im pear 
mg: 
me 
mg- 
me: 
at 
mg. 


